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The Present Controversy 
In the Treatment of Female Breast Carcinoma* 


®@ The difficulties in choosing the most effective treatment in female 


breast carcinoma are great, and the present treatment leaves much 


to be desired in curative value. 


| i aphbeegrenivees of opinion as to what 
is the best treatment for carcinoma 
of the female breast are nothing new. For 
example, in 1865, Brodie '® asked: “Under 
what circumstances is the operation for 
the removal of scirrhus tumor of the 
breast proper and under what circum- 
stances is it improper?” In fact, there are 
divergent views in almost every aspect of 
the clinical management of this disease 
including whether or not aspiration bi- 
opsy should be used in its diagnosis, 
whether or not grading of the tumor is of 
prognostic value, whether or not prophy- 
lactic oophorectomy should be _ done, 
whether or not adrenalectomy or hypo- 
physectomy is the better palliative mo- 
dality. There are many other technical 
points or areas of valid differences of 
opinion. But the controversy that is of 
concern to us here is that regarding the 
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best way to attempt to cure cancer of the 
breast: by classical radical mastectomy, 
by extended or extensive mastectomy or 
by simple mastectomy and x-ray. 


Certainly our present results in treat- 
ment of breast cancer leave much to be 
desired. After Halsted **** and Willy 
Meyer *°: 7! established the technic of radi- 
cal mastectomy in the early 1900’s, it was 
found that if axillary nodes were free of 
disease, about 70 per cent five year 
“cures” could be anticipated; but if more 
than minimal axillary node involvement 
were present, this dropped to around 30 
per cent. Despite earlier diagnosing, im- 
provement in general surgical and anes- 
thesia care, this figure has remained rela- 
tively constant to the present. 


Difficulties In Evaluation of Treatment 
and Prognosis 

Many factors make the evaluation of 
any type of treatment or its comparison 
with other methods difficult. One of these 
is the nature of the disease itself. The 
other has to do with statistical problems. 
Regarding the statistical problems: there 
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is no uniform method of recording breast 
cases and their management. Controls 
are difficult to evaluate. Few series in 
different centers permit of comparison. 
Many extraneous factors such as additive 
or ablational hormonal therapy must 
modify the results. In fact, it is possible 
to find statistics to support or refute 
every divergent approach to the problem 
of breast cancer. 

Even more important in making diffi- 
eult the assessment of therapy in breast 
cancer is the nature of the disease itself. 
“The problem of dealing with the subject 
is not solely, or even principally, our lack 
of knowledge of the disease but rather 
the difficulty of analyzing and interpret- 
ing the vast amount of information deal- 
ing with the apparently innumerable vari- 
ations on the behavior of breast cancer.” *° 


What Ewing said thirty years ago * is 
still perfectly va id today: “I have drawn 
the impression that in dealing with mam- 
mary cancer, surgery meets with more 
peculiar difficulties and 


uncertainties 
than with almost any other form of the 
disease. The anatomical types are so 
numerous, the variations in clinical course 
so wide, the paths of dissemination so 
free and diverse, the difficulties of de- 
termining the actual conditions so com- 
plex, and the sacrifice of tissue so great, 
as to render impossible in a majority of 
cases a reasonably accurate adjustment 
of means to an end.” 

Numerous factors influence prognosis. 
These may be grouped as (1) uncontroll- 
able and (2) controllable factors. The un- 
controllable factors include: (a) age of 
patient, (b) inheritance, (c) location of 
tumor, (d) endocrine status of patient, 
(e) virulence of tumor, and (f) host re- 
sistance. The controllable factors are 
(a) delay in treatment and (b) type of 
treatment.* 

These factors influencing prognosis may 
be expressed in a formula of no mathe- 
matical significance, but expressing in a 
general way the inter-relationship of the 
important factors (modified after Sugar- 
baker '°") : 


728 


BA 
Where “P” = Prognosis, “T’ = Treatment 
factors of early adequate treatment, “R” 
— Host resistance, and “B A” = Biological 
activity of the tumor. 


The greater the biological activity or 
virulence of the tumor (the denomina- 
tor) the smaller (poorer) will be the prog- 
nosis. And the more effective treatment 
(adequate surgery, applied early) fac- 
tored by higher host resistance will give 
a larger numerator and a bigger (better) 
prognosis. Tumor virulence and host re- 
sistance are intimately related but we 
have no way of knowing whether or not 
the same factors directly influence each. 
Factors of age of patient, endocrine sta- 
tus, etc., are reflected in either the degree 
of host resistance or amount of tumor 
virulence. 


It has been questioned whether or not 
type of treatment influences results in 
breast cancer therapy, but a study we# 
undertook at Confederate Memorial Medi- 
cal Center, in which two methods of treat- 
ment were used in two series, demon- 
strated the definite fact that type of treat- 
ment does influence prognosis. 

The factors of host resistance and tu- 
mor virulence are of equal, if not more, 
importance than the treatment but we 
have no method yet of anticipating these 
factors and must usually assess them in 
retrospect, although a clinically fulminant 
tumor must have either low host resis- 
tance or high biological activity of the tu- 
mor or both. In fact, most agree, in gen- 
eral, with MacDonald’s“ thesis of pre- 
determinism: which is, that in about 55 
per cent of all breast cancers the factors 
of host resistance and biological tumor 
activity are such that these patients are 
doomed to die of the disease regardless 
of what presently available methods of 
therapy are used; that 20 per cent are 
easily curable and that in 25 per cent it 
is important to make an early diagnosis 
and give proper treatment. Thus, accord- 
ing to him, the maximum theoretical cur- 
ability of all breast cancers is only 45 per 
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cent. This may be true enough: but so 
far we have no reliable method to classify 
in every instance in which category a 
particular patient lies. So that unless it 
is obviously incurable, definite therapy 
aimed at cure must be offered. This oc- 
curs in about 56 per cent of cases, which 
are estimated primarily curable when 
first seen.** 

Attempts to “predetermine this pre- 
determinism” have been made by two 
methods. One of these is the grouping of 
cases into the categorically inoperable 
group as proposed by Haagensen and 
Stout ** and others. Based on certain clin- 
ical findings an attempt has been made 
to eliminate from those offered radical 
mastectomy the cases that experience has 
shown little chance of curing. The wis- 
dom of too slavishly adhering to such 
criteria can be questioned. Haagensen 
and Stout have themselves eliminated 
some from their list of categorically in- 
operable, such as pregnancy and lactation, 
by virtue of the fact that even some of 
these have been apparently cured. As 
Orr has said: “If the criteria of oper- 
ability of Haagensen and Stout are fol- 
lowed strictly, a small percentage of pa- 
tients may be denied the possibility of a 
cure.” Many adopt a more liberal view 
such as expressed by Adair:* “Our rule 
is simple. We consider any case operable 
in which the disease is localized in the 
breast, or the breast and axilla, in which 
we consider there is a chance of cure, no 
matter how small that chance.” Most 
clinicians tend to adopt a policy some- 
where between these extremes. 

Another method of predetermining the 
possible curability of a particular case is 
the triple biopsy method of MacDonald, 
Haagensen and Stout ® in which the tu- 
mor, an internal mammary node and an 
infraclavicular node are biopsied. If 
either the internal mammary or infra- 
clavicular node is positive, any attempt at 
radical extirpation is abandoned. This 
brings up two related problems which 
have not yet been satisfactorily answered: 
Whether there is any palliative value to 
radical mastectomy and secondly, whether 
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the extended radical of Urban and others 
or the extensive radical of Wangensteen 
increases the cure rate. 


Radical Mastectomy 

The primary purpose of radical mast- 
ectomy is the removal of localized disease. 
When distant metastasis occurs subse- 
quently, it is usually assumed it pre- 
existed but was unrecognized at the time 
of surgery. Local recurrence, however, 
is directly attributable to the failure of 
the primary purpose of radical mastect- 
omy. Since the local recurrence rate aver- 
ages 10 to 15 per cent it can be said that 
regardless of the ultimate fate of the 
patient, the primary purpose is accom- 
plished in 85 to 90 per cent of instances. 
Halsted ** felt that “the efficiency of an 
operation is measured more in terms of 
local recurrence than of ultimate cure.” 


As Carroll and Shields ** have said: 
“The primary goal of treatment of breast 
cancer is to achieve long-term survival 
without evidence of persistent local dis- 
ease or distant metastases.” Certainly at 
least part of this may often be accom- 
plished by radical mastectomy (lowered 
local recurrence). As Madlin and John- 
son*™ say: “A radical mastectomy not 
only offers the only possibility of cure but 
also prolonged palliation—an often over- 
looked dividend.” This possibility of real 
and effective palliation by radical mast- 
ectomy even with proven regional (in- 
ternal mammary or infraclavicular meta- 
stases) when combined with postoperative 
irradiation of these areas is certainly de- 
batable and is one of the questions that 
has not been satisfactorily answered. 
Likewise the value of extension of the 
operation to include the internal mam- 
mary nodes **. '’? has not been established. 
There are, at least, theoretical grounds 
to justify an exploration of this approach, 
and some figures do indicate a slightly 
improved five year survival rate.®7. ®, 109 
Extending the operation to include the 
supraclavicular nodes as proposed by 
Wangensteen,'!® however, carries a higher 
morbidity and mortality with no evidence 
to suggest an increased salvage rate.'"! 
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The theoretical and factual bases for 
internal mammary node excision are 
these: The internal mammary chain along 
with the axillary nodes are areas of pri- 
mary lymph drainage of the breast. About 
10 to 15 per cent go via intercostal 
lymphatics '*’ and a small percentage by 
the hematogenous route, but the majority 
drain primarily into either the axillary 
nodes, the internal mammary nodes or 
both. If radical mastectomy and axillary 
node resection is a logical and proper 
treatment for cancer of the breast, then 
removal of the internal mammary chain 
is likewise, since it does not appreciably 
increase the morbidity or mortality.'°* 1° 
Since Handley and Thackray*’ re- 
awakened interest in the importance of 
the internal mammary chain, it has been 
found that in about 17 per cent of all 
cases they are involved,'* and this per- 
centage is much higher when the axillary 
nodes are involved and when the inner 
half of the breast is the site of the pri- 
mary lesion. Certainly, particularly in 
view of the experiences of Margottini **: ® 
and Urban,'” exploration of this field is 
justified. 

There is one other method which is 
being investigated as to the possibility 
of determining the relative virulence, 
perhaps, of cancer and that is by 
studying the peripheral blood for cancer 
cells.%. 9! 112. Whether this will be of any 
prognostic value remains to be seen. 


Simple Mastectomy and 
X-Irradiation 

However, the point about which the 
greatest interest has been evidenced in 
recent years is that raised by McWhirter 
challenging the concept of radical mast- 
ectomy as the best primary treatment for 
cure of breast cancer, recommending in 
its stead simple mastectomy and x-irradi- 
ation. 


McWhirter’s **-*? recommendations, in 
1948, dropped like a bomb-shell on a com- 
placent majority. It was hardly new, go- 
ing back to Borak,'* Grace,** Mitchener, et 
al,7* and Erskine.** But his reasons were 
so logical, his statistics so challenging 


that there resulted a “flurry of re- 
evaluation, review of techniques and con- 
scientious soul searching’’.®® Certainly no 
one can disagree with McWhirter’s recent 
statement: ** “If nothing else, we’ve suc- 
ceeded in shaking the complacency of 
many surgeons about the radical oper- 
ation.” 

MecWhirter’s thesis is simple enough: 

(1) If the disease is confined to the 
breast, it is unnecessary to remove axil- 
lary nodes. 

(2) If there are metastases to axillary 
nodes, radical mastectomy often fails to 
save the patient and the operative trauma 
may actually spread the disease. 

(3) He then claims no mortality, no 
morbidity and a five-year survival rate 
equal to that obtained in the best surgical 
clinics; and a method applicable to all 
cases regardless of stage of disease. 

No one doubts McWhirter’s sincerity or 
honesty, but after the first wave of self- 
doubt, restudy and re-evaluation of simple 
mastectomy and x-ray vs. radical mastec- 
tomy for the primary treatment of breast 
cancer has but served to place things in 
their proper perspective. 

In essence, McWhirter depends on sim- 
ple mastectomy to remove the primary 
lesion and irradiation to control nodal 
metastases if present. Many telling ob- 
jections to the acceptance of McWhirter’s 
thesis have been raised. 

It is true that if the lesion is confined 
to the breast alone, simple mastectomy 
will rid the patient of disease. But clini- 
cal judgment is at least 20 to 30 per cent 
wrong in judging axillary nodes as nega- 
tive or positive. If the nodes are not re- 
moved, it is impossible to be sure what 
stage a case is, in regard to axillary 
node involvement. It has been amply 
shown that x-ray cannot sterilize lymph 
nodes." 4, 57, 58, 9,95 “When axillary dis- 
section is omitted and reliance is placed 
on postoperative irradiation, one patient 
in every six that might have been added’ 
to the group of five year survivals is 
lost.” # 

It is true that radical mastectomy fails 
to cure in many cases, but that is not 
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necessarily an indictment of the proced- 
ure. When Halsted first visited the Euro- 
pean Clinics in the latter part of the 19th 
century, when an inadequate surgical 
treatment was being used, the five year 
survival of cases was less than 20 per 
cent. This is no more than the survival 
of untreated breast cancer.*! **: 19% Fol- 
lowing the introduction of radical mast- 
ectomy, the five year survival was at 
least 30 per cent with positive axillary 
nodes and 70 per cent if no axillary nodes 
were involved. And there is every reason 
to suppose that doing a simple mastectomy 
in a case with lymphatic extension cutting 
through these lympatics can certainly 
spread the disease as much or more than 
incontinuity removal of regional lymph- 
atics. 


Comparison of Results 


It is, admittedly, impossible to accur- 
ately compare McWhirter’s result with 
other series. There are ample figures sug- 
gesting a 10 to 15 per cent better overall 
result with radical mastectomy.’ 4: 44, 87 
Perhaps one of the most telling of the 
arguments against acceptance of simple 
mastectomy plus x-ray as the best pri- 
mary treatment was made by Ackerman,° 
in reviewing McWhirter’s own material. 
He found follow-up statistics poor, some 
cases not actually cancer, a significant 
degree of morbidity from irradiation even 
including upper extremity amputation. As 
he concludes: “It is very difficult to draw 
any conclusions from this group of fig- 
ures except to say there was considerable 
irradiation morbidity, that many of the 
patients are not cured and that local per- 
sistence rates are fairly high (16 per 
cent) in early operable cases. It can be 
stated that McWhirter has not proved 
sterilization of tumor in axillary lymph 
nodes. In fact, the high percentage dying 
in stage 1 and 2 suggests the converse. Of 
course, this is the important group.” In 
addition in some cases (the obese ones) 
radical mastectomy was done and in at 
least 220 there was added the factor of 
ovarian sterilization certainly making an 
evaluation of the surgery and irradiation 
factors difficult, to say the least. Further- 
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more, steroid therapy was used whenever 
indicated, further modifying the survival 
time. 

Carroll and Shields ** point out that 
even if salvage rates by McWhirter were 
the same, there is greater morbidity than 
by radical mastectomy and viable disease 
is more often left in the area of treatment. 
Pollack *® states: “The most serious error 
in MceWhirter’s work is that he has rigidly 
applied a single treatment to a disease 
as variable as breast cancer. Since he 
failed to do a carefully controlled clinical 
trial, valid conclusions as to the merit of 
this form of treatment cannot be drawn.” 
As Lewison *' comments: “The success of 
the McWhirter technique lies primarily 
in the very early and late cases of breast 
cancer. In the broad middle-ground of 
borderline cases with less extensive axil- 
lary involvement, confidence in well per- 
formed radical surgery of the axilla mer- 
its one’s continued trust.” Elman “ states: 
“Inasmuch as results after the complete 
operation are so well documented, it is 
obviously necessary that the over-all re- 
sults with lesser procedures be known in 
just as great detail. Isolated and limited 
tabulations of five year survivals after 
simple mastectomy (and x-ray) are not 
sufficient” reasons to abandon established 
procedures. “Until unequivocal evidence 
to the contrary is forthcoming, it seems 
clear that, viewing the problem knowing- 
ly and without prejudice, any woman with 
an early mammary cancer can be assured 
an excellent chance for a prolongation of 
life expectancy equaled in few other ma- 
lignant diseases, provided an adequate re- 
section is carried out.” ‘While the over- 
all results of radical resection leave much 
to be desired, this applies largely to the 
late cases and to patients with a rapidly 
spreading lesion.” And Peters *’ says: 
“Purely from the statistical approach, 
radical mastectomy—a method with a low 
operative mortality — presents a better 
five year survival as shown by Haagensen 
than the current figures with McWhirter’s 
series. On this basis alone, radical mast- 
ectomy is a more effective weapon against 
operable breast cancer than is simple 
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mastectomy together with postoperative 
radiation.” “Whether it be a comparison 
on the basis of statistical five year sur- 
vival, the theoretical principles or basic 
fundamentals, the evidence supports radi- 
cal mastectomy.” “In our opinion, radical 
mastectomy remains the treatment of 
choice for those patients who have cancer 
in which we may presume the probability 
of cure.” *° 

“These flurries (of questioning the im- 
portance of radical mastectomy) have had 
value because they make the breast sur- 
geon examine the basis of his method. 
They have also done great harm by giving 
aid and comfort to the careless or ill- 
trained or hurried surgeon, by relaxing 
standards and encouraging therapeutic 
nihilism.” ® 

Dunphy * states: “It is reprehensible 
for the occasional operator who would not 
undertake a radical mastectomy to per- 
form a simple mastectomy and then refer 
the patient to a larger center for radiation 
therapy.” Bell’ points out that there 
are seemingly more and more patients “in 
whom it is quite obvious that the original 
treatment was inadequate and incom- 
plete.” He is certain that “the lives of 
many of these patients are being sacri- 
ficed because of inadequate initial treat- 
ment.” 

Certainly no one is satisfied with our 
present treatment of cancer of the breast, 
but on theoretical and statistical grounds, 
radical mastectomy has given the best 
curative results of any treatment to date. 
Improving one’s statistics by only offer- 
ing this treatment to a limited number 
of early cases may deny a few cases of 
the one method of cure. Certainly cases 
have been cured by simple mastectomy 
and x-ray, even by simple mastectomy 
alone, but it was perhaps fortuitous that 
these cases had the disease confined to 
the breast alone. Since we have too large 
a percentage of error in evaluating axil- 
lary extension on clinical grounds alone, 
it is necessary to assume that they all 
have axillary involvement and treat ac- 
cordingly. It is the only possible method 
of ridding the patient of viable cancer if 


the disease is limited to these areas 
(breast and axilla). Certainly dependence 
on x-ray control of the nodes is fallacious 
as proven viable cancer will remain. The 
palliative value of radical mastectomy in 
minimizing local recurrence is of impor- 
tance though one would hardly carry out 
the procedure in the face of proven dis- 
tant metastases. Unfortunately, it is too 
often carried out with unrecognized dis- 
tant metastasis—in which the patient is 
doomed to a cancer death but at least 
more often than not spared the agony of 
a visible, fungating open lesion on her 
chest wall. Unsatisfactory though it is, 
radical mastectomy has served us in good 
stead in the salvage of breast cancer cases 
and nothing better or as good has been 
developed to date. 


Conclusions 

1. There are many areas of contro- 
versy in the diagnosis and treatment of 
breast cancer but the one of most general 
interest is the comparative values of radi- 
cal mastectomy versus simple mastectomy 
and x-ray in the treatment of primary 
curable cancer. 

2. Cancers have been cured by both 
methods but radical mastectomy gives the 
only chance of positive cure if the disease 
extends beyond the breast itself. 

3. Radical mastectomy is preferable 
primary treatment aimed at cure of breast 
cancer and will give more cures to more 
women than any other method offered 
to date. 

4. Radical mastectomy is not indicated 
in all cases; but in those cases in which it 
is (clinical stage 1 and 2), it is the only 
method of possible cure if the patient has 
axillary node involvement. 

5. Simple mastectomy and/or radiation 
are of definite palliative value but to use 
these methods aimed at cure eliminates 
from cure those who have extension only 
to the axillary nodes. 

6. Those cases cured by simple mast- 
ectomy and x-ray had the disease con- 
fined to the breast, but clinical staging is 
too unreliable to use it as a basis of 
withholding possible curative surgery. One 
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must assume axillary node involvement, 
at least, in all cases in planning treatment. 
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Treatment of Disseminated Lupus Erythematosus 
and Rheumatoid Arthritis with 


Methylprednisolone 


@ Eighteen patients with rheumatoid arthritis and ten patients with 
disseminated lupus erythematosus were treated with methylpredni- 
solone, with the conclusion that this drug seems to have a somewhat 
more potent anti-inflammatory action than prednisone or predni- 


solone. 


LTHOUGH corticosteroids probably 

do not alter the ultimate course of dis- 
seminated lupus erythematosus or rheu- 
matoid arthritis, they are, nevertheless, 
widely employed in the management of 
patients with these diseases. Their useful- 
ness derives from their nonspecific anti- 
inflammatory action usually producing 
dramatic clinical improvement when pa- 
tients are initially treated. Once steroid 
therapy is started, however, the physician 
is often committed to long-term mainte- 
nance therapy with pharmacologic, sup- 
pressive doses of potentially hazardous 
drugs. It well behooves the doctor to ex- 
haust other modes of treatment and to 
weigh carefully the possible benefits 
against the possible complications before 
initiating steroid treatment. 

The search for corticosteroids with 
greater anti-inflammatory effect and few- 
er side-effects is being intensively pur- 
sued. -The prednisteroids, synthesized in 
1955, have approximately a_ three-fold 
greater anti-inflammatory action, with 
less sodium retention or potassium diu- 
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retic effect than cortisone or hydrocorti- 
sone. In 1956, Bernstein, et al.' synthe- 
sized the 16-alpha-hydroxy derivative of 
9-alpha-fluoroprednisolone (triamcino- 
lone, Aristocort, Kenacort), thereby eli- 
minating the powerful sodium-retaining 
effect of this latter compound, and simul- 
taneously enhancing the glucocorticoid or 
anti-inflammatory activity. Since then 
triamcinolone has been shown to possess 
approximately 1.3 times the anti-inflam- 
matory action of prednisone, with, how- 
ever, the unique side-effect of muscle 
wasting. Sodium and potassium diuresis 
have also been reported.*:+ In 1957, 6- 
methyl-prednisolone (Medrol) was _ re- 
leased. Animal studies have shown this 
corticoid to be 2.5 to 3.0 times more anti- 
inflammatory than prednisolone when 
judged by inducing glycogen deposition or 
inhibiting granuloma formation.° 

Clinical experience is still relatively 
limited, but Feinberg’ reported that in 
maintenance therapy of allergic patients 
similar or slightly lower doses of methyl- 
prednisolone than prednisone were re- 
quired. DiRaimondo and Forsham? re- 
ported methylprednisolone to have 33 per 
cent more anti-inflammatory effect than 
prednisolone and 60 per cent more than 
prednisone, using pituitary-inhibition as 
the criterion of anti-inflammatory action. 
In 1958, hexadecadrol (Decadrol) was 
reported by Bunim et al.* to possess six 
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times the anti-inflammatory effect of 
prednisone and twenty-five times that of 
hydrocortisone. Clinical experience is still 
inadequate to permit evaluation of this 
‘ compound. 

The ideal corticosteroid is not yet avail- 
able. Continued chemical modification of 
the molecule with the production of com- 
pounds with greater anti-inflammatory 
action can be beneficial to the clinician 
only if the side-effects are minimized and 

no new ones added. In 1957, $91,300,000 
‘in prescriptions were written for cortico- 
steroids in the United States alone.” Be- 
cause of this massive utilization of these 
drugs, and because of the sparsity of clini- 
cal experience thus far reported in the 
literature with this new corticosteroid, 
we are reporting our experience in using 
methylprednisolone over a period of eight 
and one-half months in 28 patients with 
disseminated lupus erythematosus or rheu- 
matoid arthritis. 


Clinical Material and Methods 

Eighteen patients with rheumatoid ar- 
thritis and 10 patients with disseminated 
lupus erythematosus were treated for per- 
iods extending up to eight and one-half 
months with methylprednisolone.+ Most 
of the patients were initially hospitalized 
at the University of Wisconsin Hospitals 
or Student Infirmary. All were followed 
regularly at intervals of from one to six 
weeks as out-patients. At each visit the 
status of their illness was re-evaluated, 
blood pressure and weight were recorded, 
and the following laboratory procedures 
performed: routine urinalysis, complete 
blood count, blood sugar, non-protein nit- 
rogen, erythrocyte sedimentation rate, 
total eosinophil count, serum sodium, po- 
tassium and chloride. X-rays of the chest 
and spine (and involved joints when in- 
dicated) were obtained before and after 
the study in most instances. 

The diagnosis of disseminated lupus 
erythematosus was based on the clinical 
finding of multi-system involvement, and, 





+ Generously supplied by Hubert C. Peltier, 
M.D., The Upjohn Company, Kalamazoo, Michi- 
gan. 


in these particular patients, each had a 
positive LE cell preparation. The diag- 
nosis of rheumatoid arthritis was made 
in most instances on the basis of typical 
joint findings usually with characteristic 
x-ray changes, though in some of the less 
florid cases, supportive evidence was de- 
rived from sensitized sheep cell aggluti- 
nation and latex fixation titers and other 
corroborative laboratory data. None of 
the rheumatoid arthritis patients had a 
positive LE cell preparation, though only 
rarely were more than one or two per- 
formed in a given patient. 


Patients were not placed on ulcer diets, 
antacids, or anticholinergic drugs, since 
it was deemed desirable to note any ulcer- 
ogenic effects of the drug. Gastrointesti- 
nal x-rays were done whenever epigastric 
symptoms occurred, or any suspicion was 
aroused concerning possible ulceration, but 
otherwise not routinely. Salt was not re- 
stricted, nor was potassium supplemented, 
unless for unique circumstances. Malnour- 
ished and underweight patients were giv- 
en high protein, high calorie diets, where- 
as obese patients were placed on weight- 
reduction diets during the study. 

As noted in Tables 1 and 2, most pa- 
tients had been on previous steroidal ther- 
apy before methylprednisolone was given. 
Many of the hospitalized patients, particu- 
larly among the lupus group, were first 
seen by us because of exacerbations of 
their illnesses. When such patients had 
been on previous corticoid therapy, their 
exacerbations made comparison of pre- 
vious steroids with methylprednisolone 
virtually impossible, since larger doses 
were generally needed. Otherwise, an at- 
tempt was made to change the former 
corticosteroid therapy to methylpredniso- 
lone in an effort to compare potency. 
Antihypertensive agents, analgesics, sed- 
atives, tranquilizers, extra rest, exercise 
and physiotherapy were given concur- 
rently when indicated. No attempt was 
made in treating the arthritis group to 
eliminate completely all symptoms, but 
rather to suppress them sufficiently, so 
that patients could function reasonably 
normally with minimal symptoms. Rheu- 
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TABLE 1 
LUPUS ERYTHEMATOSUS PATIENTS TREATED WITH METHYLPREDNISOLONE 
MEDROL 
Duration Maintenance Duration ad 
Case of Disease Previous Dose of Observ. 
No. Age Sex Race (yrs.) Treatment (mgm. / day) (mos.) T Response 
1 39 F N 4 Salicylates 12 81% Fair 
Chloroquin to 
Cortisone 28 
ACTH 
Prednisone 
3 32 F C 2% Salicylates 16 5% Excellent 
Prednisone 
*INH 
3 46 F Cc 4/12 Salicylates 16 4% Good 
4 57 F C 10/12 Salicylates 4 8 Good 
5 15 F C 11/12 Prednisolone 16 4/30 Expired 
ACTH 
Salicylates 
6 55 F C 2 Prednisone 4 4% Excellent 
7 42 M C 3 Chloroquin 6 3% Excellent 
Prednisone 
iy 33 F C 1% Salicylates 12 6 Good 
ACTH 
Prednisone 
9 52 F C 1 Prednisone 24 7 Good 
10 58 F Cc 3% Salicylates 12 1% Good 
Prednisone 
*Isonicotinic acid hydrazide, given as part of another study in doses of 50 mgm. three times daily. 
+ “Excellent” response: disappearance of all the symptoms as well as return of sedimentation rate to normal. 


Patient Afebrile. 

“Good” response: absence of all major symptoms and signs of the disease but persistence of minor ones. ESR 
may be elevated. 

“Fair” response: partial relief of the major signs and symptoms. 


TABLE 2 
RHEUMATOID ARTHRITIS PATIENTS TREATED WITH METHYLPREDNISOLONE 








(Class) Duration Duration Maintenance 





Functional Age Previous of of Dose Grade 
No. of Capacity Range Steroid Rx Disease Medrol Rx Medrol Response 
Stage Cases | Wott IV (yrs.) (no. of pts.) (yrs.) (mos.) (mgm/day) | Wo ot IV 
I 4 s 2:8 @ 27- None (2) le to 6 2-5 4-12 31 0 0 


45 ACTH (2) 
Hydrocortisone (1) 
Prednisolone (2) 
II 10 0 8 2 O 24- None (2) 2 to 16 2-8% 8-12 5 3 2 0 
58 ACTH (2) 
Cortisone (2) 
Hydrocortisone (4) 
Prednisone (8) 
Prednisolone (2) 
Triamcinolone (1) 
Unknown Steroid (1) 
III 4 0 2 2 0 26-  Cortisone (3) 8 to 17 1-8 10-16 02 2 0 
55 Prednisone (2) 
Prednisolone (2) 
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matoid subjects were usually started at 
10 to 20 mgm. per day in divided doses, 
and gradually reduced to that level at 
which partial palliation was achieved. 
‘ Representative case reports are included. 


Results 


Results of treatment with methylpred- 
nisolone in the two groups of patients 
are given in Tables 1 and 2. The re- 
sponse to therapy in the ten patients 
with lupus erythematosus has been ar- 
‘ bitrarily graded as “excellent”, “good” 
or “fair’’, as defined in the footnote to 
Table 1. Spontaneous remissions are 
known to occur in approximately two- 
fifths of lupus patients before specific 
treatment, so that it is not always cor- 
rect to attribute a favorable response to 
a given agent. However, abrupt cessa- 
tion of fever, arthritis or arthralgia, 
anemia, depression of sedimentation rate, 
a sudden feeling of well-being, etc., im- 
mediately following the addition of cor- 
ticosteroids, is not likely spontaneous. 
It has also been our impression that 
spontaneous remissions in patients al- 
ready on maintenance corticoid therapy 
are less likely to occur. It should also 
be noted that none of our lupus pa- 
tients represented an instance of “ini- 
tial treatment’. 

In general, the impression was gained 
that methylprednisolone is somewhat 
more potent in its anti-inflammatory ac- 
tion on a milligram basis than either 
prednisone or prednisolone. Several of 
the patients who were being satisfac- 
torily maintained on a given dose of 
these latter drugs, and whose symptoms 
returned when the dose was reduced, 
were able to be changed to a lower dose 
of methylprednisolone with similar bene- 
fit. It was the authors’ impression that 
20 mgm. of prednisolone is approxi- 
mately equivalent to 16 mgm. of methyl- 
prednisolone, 15 mgm. to 12 mgm., etc. 

Results in treating the eighteen pa- 
tients with rheumtoid arthritis are given 
in Table 2. These patients were classi- 
fied according to the American Rheuma- 
tism Association classification (See Tab- 


le 3) with the stage of the disease being 
determined by the worst joint. Our im- 
pressions gained here were similar to 
those with the lupus group. Two of the 
4 patients in Stage I had had no previous 
steroid therapy. Both had been on treat- 
ment with large doses of salicylates and 
physiotherapy, but had failed to re- 
TABLE 3 


CLASSIFICATION 
AMERICAN RHEUMATISM ASSOCIATION 








Stage I (early): No destructive lesions by x-ray. 
Osteoporosis may be present. 

Stage II (moderate): X-ray evidence of osteo- 
porosis with or without slight subchondral 
bone destruction; slight cartilage destruc- 
tion may be present but no joint deformities. 

Stage III (severe): X-ray evidence of cartilage 
and bone destruction in addition to osteo- 
porosis. Joint deformity without fibrosis or 
bony ankylosis. 

Stage IV (terminal): Fibrous or bony ankylo- 
sis. 

Functional Capacity: 

Class I: Complete ability to carry on all 
duties without handicap. 


Class II: Ability to conduct normal activi- 
ties despite handicap of discomfort or 
limited mobility of one or more joints. 

Class III: Ability to perform little or none 
of the usual occupational duties or self 
care. 


Class IV: Largely or wholly incapacitated. 
Patient bedridden or confined to wheel- 
chair. 


Response during Treatment: 

Grade I (complete remission): No systemic 
signs of rheumatoid activity including 
normal erythrocyte sedimentation rate, 
no signs of joint inflammation or extra- 
articular evidence of disease. No im- 
pairment of joint mobility other than 
associated with irreversible changes. 

Grade II (major improvement): No sys- 
temic signs of rheumatoid activity 
other than elevated sedimentation rate. 
Major signs of inflammation are re- 
solved and no new rheumatoid activity. 

Grade III (minor improvement): Any de- 
crease in signs of rheumatoid activity 
inadequate to fulfill criteria of Grade 
II. 

Grade IV (unimproved or progression) : 
Undiminished signs of rheumatoid ac- 
tivity, regardless of functional capaci- 
ty. X-ray changes indicative of pro- 
gression of the rheumatoid process. 
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spond satisfactorily to this program so 
that treatment with corticosteroids was 
deemed advisable. Both were given 2 
mgm. Medrol every six hours with Grade 
[ responses. One of these was able to 
have the dose reduced to 4 mgm./day 
(total dose) with maintained suppres- 
sion of symptoms. The other 2 patients 
in Stage I had had previous steroid 
therapy as indicated in Table 2. One 
was previously treated with maintenance 
prednisone and had been in good re- 
mission with 15 mgm./day, when me- 
thylprednisolone was successfully substi- 
tuted at 10 mgm./day. Attempts to sub- 
stitute either 12.5 mgm. prednisone or 
8 mgm. methylprednisolone resulted in 
swelling, pain and stiffness in the finger 
joints involved. These 2 patients already 
had Grade II clinical responses before 
Medrol was substituted, and no signifi- 


cant changes were noted other than the 
reduction of the dosage. 

Of the 10 patients in Stage II most 
of them had some limitation of motion 
in more than one joint. Only 2 had not 
received previous corticoid treatment. 
One was changed from triamcinolone to 
Medrol at the same dose (12 mgm.). be- 
cause of rather severe weakness and 
fatigue. Serum electrolytes were normal 
in this patient. Within two weeks of 
changing to Medrol, these symptoms 
were definitely improved. Most of the 
patients in Stage II or III were on high 
protein and high calorie diets in an 
effort to achieve ideal weight. Of the 4 
patients in Stage III, the response to 
therapy was not sufficient to change the 
grade of response, however definite sub- 
jective and objective improvement did 
occur. 


TABLE 4 
SIDE-EFFECTS NOTED FROM MEDROL TREATMENT OF LUPUS ERYTHEMATOSUS PATIENTS (10) 








No. Dose 
Side-Effects Pts, Medrol 


Duration 
of 


Treatment Comment 





1) Cushing-Obesity 
(moon face, fat pads) 
2) Hypertension 


3) Striae 

4) Purpura 

5) Plethora 

6) Hypertrichosis 

7) Acne 

8) Osteoporosis 

9) Edema 

10) Electrolyte Changes 
11) Weight Gain 


12) Weight Loss 
13) Convulsions 
14) Glycosuria 
15) Infections 


16) Thrombophlebitis 
17) Headache 


cooolUlcomlC(C IH CO TFIOOORWWOF 


18) Mild GI Symptoms 0 
(bloating, dyspepsia) 
19) Peptic Ulceration 0(?) 


*20) Chronic Hypercortisonism 1 


Mental Changes: 
21) Mild Personality Changes 0 
22) Insomnia, Restlessness 2 
23) Acute Psychosis 0 
24) Menstrual Changes 


o 


(7?) 16 mgm./day 4 days 


16 mgm./day 4 days 


12-28 mgm./day 8% mos. 


12-28 mgm./day 2-7 mos. 


7 of 10 had pre-existing hyper- 
tension; none was aggravated 


24mgm./day 4 mos. 
12-28 mgm./day 2-7 mos. 


12-28 mgm./day 2-7 mos. 
12-28 mgm./day 2-4 mos. 


4-16 mgm./day 1%-4mos. noted in those pts. with milder 


illness and more recent onset 


12-28 mgm./day 4-6% mos. attributed to the severity and 


duration of the disease 


was also severely uremic (see 
case #3) 


several of those hypertensive had 
headaches previous to Rx; no ap- 
parent aggravation 


complicated by uremia, by previ- 
ous prednisone Rx and subse- 
quent Rx with hydrocortisone for 
5 days after Medrol had been 
disc. (see Case #3) 

(see Case # 4) 


12-28 mgm./day 4-6% mos. See Case #4, mild in other pts. 





* Generalized myalgia, arthralgia, crying spells, emotional mood-swings. 
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TABLE 4—Continued 


SIDE-EFFECTS NOTED FROM MEDROL TREATMENT OF RHEUMATOID ARTHRITIS PATIENTS (18) 


No. Dose 
Side-Effects Pts. Medrol 


1) Cushing-Obesity 5 
(moon face, fat pads) 


2) Hypertension 


3) Striae 

4) Purpura 

5) Plethora 

6) Hypertrichosis 


enNooe oOo 


7) Acne 

8) Osteoporosis 

9) Edema 
10) Electrolyte Changes 
11) Weight Gain 


~ 
= © o oooow 


12) Weight Loss 


13) Convulsions 
14) Glycosuria 


15) Infections 

16) Thrombophlebitis 

17) Headache 

18) Mild GI Symptoms 
(bloating, dyspepsia) 


nooo 


19) Peptic Ulceration 
*20) Chronic Hypercortisonism 


oo 


Mental Changes: 
21) Mild Personality Changes 2 








Duration 
of 
Treatment 





> 12 mgm./day 2-7 mos. 


8-16 mgm./day 2-8 mos. 


14mgm./day 4-mos. 


12 mgm./day 2 & 5mos. 


12 &16mgm.- 3-7 mos. 


2 had been on previous cortico- 
steroid therapy; no significant 
change after Medrol 

(2 had pre-existing hypertension, 
not aggravated by therapy) 


12-16 mgm./day 4-6 mos. 
10-16 mgm./day 4-7 mos. 


only one pt. complained of this; 
other two mild 
chiefly facial; mild 


8-16 mgm./day 1-8% mos. Gain of 5-18 lbs. without edema; 


also on high protein diets 


€ 


4-12 mgm./day 1-8 mos. 3 on weight reduction diets; 


other 2 lost 5 and 7 lbs. 


transient; glucose tolerance nor- 
mal 


upper GI x-rays neg. Rx success- 
fully with antacids, while main- 
taining steroids 


initial euphoria, increased doctor- 





22) Insomnia, Restlessness 0 dependence 
23) Acute Psychosis 0 
24) Menstrual Changes 0 
- * Generalized myalgia, arthralgia, ery ing spells, emotional mood-swings 
Side-Effects one year before this admission in a dose of 


The side-effects noted from methylpred- 
nisolone administration to the lupus and 
rheumatoid arthritis groups are listed 
in Table 4. In general, the side-effects 
are similar to those already established 
as probable sequelae to prednisone or 
prednisolone therapy when suppressive 
doses are employed. No unusual weight 
loss, no muscle weakness or fatigability, 
no electrolyte disturbances and no unique 
symptoms were noted. 


Case Reports 

Case No. 1 (L.B.): A 49 year old white fe- 
male patient was admitted to the hospital with 
a ten year history of rheumatoid arthritis mani- 
fested by multiple joint pain, swelling, and dis- 
ability. Beginning in the ankles the disease had 
spread rather quickly to involve the hands, el- 
bows, shoulders and hips. She was also diag- 
nosed as having hypothyroidism and substitu- 
tion therapy with desiccated thyroid was insti- 
tuted. Therapy with prednisone was first used 


10 mgm. daily. This was changed to predi- 
solone, 20 mgm. daily seven months later. This 
latter program of medication had resulted in a 
gain of 15 lbs. in weight, rounding of the face, 
swelling over much of the body and develop- 
ment of labile hyptertension. Simultaneously, 
a great deal of her arthritis pain and disability 
had returned. 

On examination the patient displayed a 
marked “Cushing’s” appearance with character- 
istic obesity and “moon face”. Objective evi- 
dences of arthritis were confined largely to the 
hands which were painful and swollen and mo- 
tion was limited by soft tissue changes. The 
blood pressure was 140/90. None of the labora- 
tory studies was noteworthy except for a sedi- 
mentation rate of 31 mm./hr. (Wintrobe). LE 
cells could not be demonstrated in the blood 
smears. X-rays showed characteristic rheuma- 
toid changes in all joints examined (Stage III). 
Therapy with prednisone at 20 mgm. daily was 
resumed with Grade II response, but significant 
accentuation of her Cushing’s problem. After 
three and a half months a change to Medrol in 
a dose of 12 mgm. daily was instituted with 


206 THE JOURNAL OF THE LOUISIANA STATE MEDICAL SOCIETY 








METHYLPREDNISOLONE—McMAHON, GORDON 


structions to begin a stepwise and very gradual 
eduction in her cwn dose. During the suc- 
eeding four months she was able to reduce her 
otal dose to 5.5 mgm. daily with no significant 
eturn of discomfort, with maintenance of her 
Grade II response, and with significant reversal 
f her Cushingoid appearance. 

Case No. 2 (E.T.): This patient was a 32 
year old white female with a two and one half 
year history of disseminated lupus erythemato- 
sus, diagnosed by muscle biopsy and confirmed 
by numerous LE cell preparations. She had had 
rheumatoid arthritis for six years before the 
onset of the multi-systemic involvment leading 
to the diagnosis of lupus. She had mild hyper- 
tension, peripheral neuropathy, a typical ‘“‘but- 
terfly”, facial, maculopapular rash, a trace of 
edema in both lower extremities and evidence 
of numerous rheumatoid arthritic changes in 
her joints. 

She had been treated elsewhere with 10 mgm. 
of prednisone four times daily for a period of 
one month, and then 15 mgm. four times daily 
for another month before she was first admitted 
to this hospital, in April, 1956. Her dose of 
prednisone was slowly reduced to 5 mgm. twice 
daily, and she was successfully maintained at 
that level for eighteen months. 

In November, 1957 she had an exacerbation 
of her symptoms and was re-hospitalized. Fifty 
mgm. of isonicotinic acid hydrazide three times 
daily seemed to produce a satisfactory remission, 
but six weeks later she had to be readmitted 
for the second time. Her daily temperature 
rose to 103°F, there was a marked elevation in 
her sedimentation rate, and she complained of 
malaise, anorexia and pains in her legs (at- 
tributed to a peripheral neuritis). Her red blood 
count was 2.39 million, hemoglobin 7.3 grams. 
No evidence of hemolysis or blood loss was 
detected. Reticulocyte count was 1.6% and 
her platelets exceeded 250,000 on several dif- 
ferent counts. No transfusions, iron, vitamins, 
etc. were given for this normochromic, normo- 
cytic anemia. After two weeks treatment with 
methylprednisolone her hemoglobin rose to 10.4 
grams, and two weeks later, as an outpatient, 
it was 12.4 grams. The hematology consultant 
felt that her anemia was due to the depressant 
effect of fever itself on the erythropoietic me- 
chanism and her subsequent course seemed to 
confirm this. She was successfully maintained 
on 4 mgm. Medrol every six hours, and her 
monthly outpatient examinations and_ studies 
have continued to show an excellent remission 
for five and one half months. 

Case No. 3 (M.B.): This patient was a 15 
year old white female first admitted to the 
University of Wisconsin Hospitals on Novem- 
ber 21, 1957. She expired on December 9, 1957. 
Her symptoms dated back to May, 1957 when 
she had swelling and pain in several joints and 
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was given a tentative diagnosis of rheumatic fev- 
er. She did not respond to salicylates and bed rest. 
One month later she developed a facial rash 
and the diagnosis of lupus erythematosus was 
confirmed by finding numerous LE cells. She 
was placed on 20 mgm./day prednisolone and 
experienced freedom from symptoms for two 
months. She then developed a generalized bul- 
lous impetigo which was treated with broad- 
spectrum antibiotics at another institution. She 
was discharged from there with her steroids 
withdrawn and on a program of salicylates. 
Within a month she had a recurrence of symp- 
toms (arthralgia, fever, pruritic facial maculo- 
papular rash), and was again placed on predni- 
solone by her family physician. She did fairly 
well for several weeks, except for some morning 
nausea and vomiting. On admission here she 
denied hematemesis or melena, and complained 
only of malaise, weakness, myalgia and arth- 
ralgia. 

Physical examination revealed a rather pale, 
well-developed, well-nourished adolescent fe- 
male, appearing chronically ill. Blood pressure 
was 175/105, temperature was 99.2°F. Waxy 
white patches and small hemorrhages were noted 
in both fundi. Diffuse enlargement of the left 
parotid gland but no tenderness was noted. A 
pale, indistinct “butterfly” rash was seen over 
both malar regions. Examination of the heart 
and lungs was normal. No abdominal tenderness 
was noted, and the liver and spleen were not 
palpable. Neurological examination likewise was 
within normal limits. 

Her laboratory findings on admission revealed 
an albuminuria of 0.8% with microscopic hema- 
turia and pyuria, as well as granular, waxy and 
hyaline casts. Her hemogloblin was 9.3 grams 
and the red cell count was 2.69 million. There 
were 5,300 white cells with a normal differ- 
ential count including 2% eosinophils. Fasting 
blood sugar was 125 mgm./100 ml., non-protein 
nitrogen was 92 mgm./100 ml. and creatinine 
was 6.1 mgm./100 ml. Serology was negative 
and electrolytes were normal except for a car- 
bon dioxide combining power of 19.5 mEq./L. 
LE cell preparation from peripheral blood was 
positive. Serum uric acid was 7.7 mgm./100 ml. 
Feces were negative for occult blood. Total 
serum proteins were 5.4 gm.% with 2.5 gm. of 
globulin. Cephalin flocculation was 4 plus. Chest 
X-ray was negative. Electrocardiogram was with- 
in normal limits. Serum electrophoresis showed 
a mild hyperglobulinemia, hypoalbuminemia and 
a three-fold increase in alpha-2 globulin sugges- 
tive of lupus erythematosus. 

She was initially given 4 mgm. of Medrol 
four times daily, and reserpine 0.25 mgm. four 
times daily. She was transfused with packed red 
cells. She seemed to be responding satisfactorily, 
when, on the fourth day of her hospitalization, 
she had three grand mal seizures, and then lapsed 
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into coma. It was necessary to maintain her 
for the next four or five days on parenteral 
fluids. She was given phenobarbital parenterally 
and digitalized. Serum electrolytes were closely 
' followed and were not significantly abnormal. 
Medrol was discontinued when parenteral feed- 
ing became necessary and at this time hydro- 
cortisone was substituted in the intravenous 
fluids in doses of 200 mgm. a day. The patient 
slowly began to improve, temporarily, and her 
seizures stopped after twenty-four hours al- 
though she remained semi-comatose. She was 
given several whole blood transfusions during 
the remainder of her hospitalization and her 
hemoglobin persistently was recorded as being 
10.0 to 10.8 gm. The patient failed slowly and 
on the day before she expired she developed 
for the first time tarry stools which were guiac 
positive. At this time her non-protein nitrogen 
had risen to 137 mgm.% and the creatinine to 
10.4. It was felt that her gastrointestinal 
bleeding was probably secondary to her uremia 
although steroid ulceration could not be ex- 
cluded. She finally had a massive hematemesis 
a few hours before she expired. 


Autopsy was performed and the primary diag- 
nosis of disseminated lupus erythematosus con- 
firmed. She also manifested a characteristic 
lupus glomerulonephritis with at least 75% of 
the glomeruli reported as fibrotic and hyalinized. 
The tubules were dilated and contained casts 
and numerous typical “wire-loop” lesions. The 
adrenal glands showed fibrinoid degeneration in 
the adjacent connective tissue but they were of 
normal size, shape, weight and consistency. The 
entire alimentary tract contained a tarry black 
material, the gastric mucosa was reddened and 
injected and in the fundus four mucosal ulcers 
were present, varying in size from 0.5 to 1.5 
em. in diameter. The ulcer margins were dis- 
crete and not raised. The bases were clean and 
resting on the muscle. The remainder of the 
gastrointestinal tract was unremarkable except 
for marked mucosal edema and scattered sub- 
mucosal petechiae. 


Whether this patient’s acute gastric ulcers 
with hemorrhage were caused by the uremia or 
by the steroids or even reserpine cannot be 
ascertained. That Medrol may have contributed 
to her ulcers and hemorrhage is possible. In 
retrospect this patient had nausea and vomiting 
symptoms for several weeks before she was 
admitted but she lacked these symptoms here 
and when they finally were manifest, her con- 
dition precluded doing x-ray studies. The cause 
of the convulsions was not revealed by post- 
mortem examination of the central nervous sys- 
tem. The anatomic central nervous system diag- 
noses were: (1) slight atrophy of the cerebral 
and cerebellar cortex; (2) sclerosis, Sommer’s 
sector, Ammon’s horn; and (3) acute, ischemic 
necrosis of subcortical nerve cells. The path- 
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ologist was unable to find any characteristic 
vascular lesions in the brain or choroid plexus 
The ischemic necrosis of nerve cells was believed 
to indicate prolonged terminal cerebral hypoxia 
and was consistent with the patient’s termina! 
hypotensive state. 

Case No. 4 (A.T.): Systemic Lupus Erythe- 
matosus: A 39 year old female Negro was fol- 
lowed for four years with a diagnosis of dis- 
seminated lupus erythematosus. She had per- 
sistently had postive LE cell preparations, hyper- 
globulinemia, polyarthritis, hypertension, macu- 
lopapular facial rash and abnormal urinary sedi- 
ment. She also had developed pleural effusion, 
pericarditis and congestive heart failure. She 
was treated satisfactorily with salicylates and, 
or chloroquin for the first year and one-half, 
but cortisone was deemed necessary in August, 
1955, and since that time she had received one 
or other of the corticosteroids. 

In November, 1957, she developed symptoms 
that were compatible with a diagnosis of chronic 
hypercortisonism (myalgia, arthralgia, emotional 
disturbances and a peripheral neuropathy mani- 
fested by shooting pains in the legs, hypore- 
flexia, hypalgesia and hypesthesia with a stock- 
ing-like distribution). These symptoms were 
superimposed on previous Cushingoid features, 
so that the possibility of these symptoms being 
caused by steroids was seriouly entertained. 

Effort to reduce the dose of prednisone below 
20 mgm./day failed. However, 16 mgm./day of 
methylprednisolone was_ successfully substi- 
tuted. Over the next four weeks she was able 
to reduce this to 12 mgm./day, but no further 
reduction was possible. Indeed, in ten weeks 
she again escaped control and it was necessary 
to increase the dose to as high as 28 mgm./day. 

During the first month of receiving doses of 
20 mgm./day or more, she complained of hyper- 
trichosis, insomnia, and _ severe _ restlessness. 
These symptoms diminished during the last two 
months, and she seemed to be maintained satis- 
factorily on 14. mgm./day, up to the time of 
death. Although this patient had been progres- 
sively hypertensive during the course of her dis- 
ease, and required vigorous anti-hypertensive 
therapy, no change in the degree of hypertension 
had been observed with either an increase or 
decrease in the dose of medrol, so that it is felt 
to be a part of her underlying disease and 
not drug-induced or aggravated. Her response 
was classified as being ‘‘fair’’. 


Discussion 


Not all patients with disseminated 
lupus erythematosus or rheumatoid ar- 
thritis need, nor should they receive, cor- 
ticosteroid treatment. Salicylates in ade- 
quate doses (3 to 6 or more grams daily) 
should be given initially unless the course 
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(of lupus) is fulminant, the patient ex- 
tremely toxic, or there is a complication 
such as pericarditis, or a pleural effu- 
sion with respiratory insufficiency, etc. 
in our experience, salicylates under such 
conditions have not been beneficial. 
Chloroquin, though occasionally useful in 
suppressing particularly the joint symp- 
toms of lupus, has not been sufficiently 
encouraging to administer to the ser- 
iously ill patient. 

The particular corticoid of choice in 
any suppressive therapy, should not 
necessarily be one with the greatest anti- 
inflammatory effect, but, more import- 
ant, that one which, while suppressing 
the major manifestations of the illness, 
produces the fewest side-effects. Many 
of the “side-effects” of the corticoster- 
oids may be considered as not true side- 
effects, but rather the inevitable conse- 
quence of giving large enough doses for 
a sufficiently long period of time. In 
this light, the production of a Cushing- 
oid syndrome, with acne, hypertrichosis, 
“buffalo hump”, “moon face”, plethora, 
striae, etc., are simply physiologic re- 
sponses to the use of pharmacologic doses 
of corticosteroids. Such side-effects as 
those mentioned are of little more than 
cosmetic significance, and, of course, 
would not be a deterrent to treatment 
whenever steroids are needed. Such fur- 
ther manifestations of Cushing’s syn- 
drome as diabetes mellitus, hypertension, 
osteoporosis, atrophy of the muscles of 
the extremities, etc., are either a minor 
and acceptable risk, or a major risk, 
depending upon whether the patient is 
predisposed before treatment is initiated. 
We have recently reviewed and attempted 
to classify corticosteroid side-effects in 
another report.'” 

The results of these clinical observa- 
tions indicate that methylprednisolone is 
an effective steroidal agent for the man- 
agement of systemic lupus erythemato- 
sus or rheumatoid arthritis when the use 
of corticosteroids is deemed necessary. 
Although difficult to ascribe a precise 
value to the anti-inflammatory effect of 
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methylprednisolone on the basis of this 
clinical study, our findings agree with 
those of DiRaimondo and those of Fein- 
berg, in that Medrol is somewhat more 
potent than prednisolone or prednisone. 
In a metabolic study to be reported later, 
utilizing forty normal healthy subjects, 
we have found methylprednisolone 64 
per cent more potent than prednisolone 
as judged by its anti-inflammatory ef- 
fect, using pituitary-inhibition as the 
parameter. The toxic effects noted here- 
in, are such that the usual precautions 
for employing corticosteroids should be 
emphasized. But the incidence and na- 
ture of toxicity compare very favorably 
with those recognized for the predni- 
steroids. 
Summary 

1. Clinical results with the use of 
methylprednisolone in treating 28 pa- 
tients with disseminated lupus erythema- 
tosus or rheumatoid arthritis is related. 

2. Methylprednisolone seems to have 
a somewhat more potent anti-inflamma- 
tory action than prednisone or predni- 
solone. 


3. The side-effects compare favorably 
with those recognized as occurring with 
comparable doses of the prednisteroids. 
No unique side-effects were noted. 


4. Representative case 
given. 


reports are 
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Public Schools of New Orleans 


We deem it fairly within our province as the Organ of the Medical Profession 
in this region, and as humble though zealous laborers in the great objects of public 
health, public morals, and scientific improvement, to offer a few remarks on the 
system of public instruction in the City of New Orleans. * * * It has become a 
settled maxim, founded in philosophy, and verified by the records of history, that no 
nation is qualified either to enjoy or preserve liberty unless it be enlightened; hence 
public instruction and a general diffusion of knowledge among the people have ever 
been considered by our Legislators objects of paramount importance. Ample re- 
sources have been provided by Government for the accomplishment of these objects 
in the United States, but the people themselves have not formed a just appreciation 
of their nature. A foolish pride and silly fastidiousness have induced persons of 
wealth and influence in society to withhold their countenance and aid from the great 
enterprize, under the false though liberal impression that the aid of government 
should be left entirely for the benefit of the poor. * * * the citizens of New Orleans 
have at length arrived at a proper view of the matter. They now perceive that a 
large fund derived from their pockets by taxation, and wisely intended for the 
education of the rising generation, to be properly applied, must command their serious 
attention and united influence. 


New Orleans M. J. 1:376 (January 1) 1845. 
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Surgical Management of 


Diverticulitis of the Colon* 


@ The author cites the trend toward earlier operative intervention 


in diverticulitis and the advantages of the one-stage procedure. 


Sige present day surgical management 
of colonic diverticulitis is changing. 
Specifically, the changes are to extend the 
indications for surgery to embrace earlier 
cases of diverticulitis and to carry out 
definitive operations in fewer stages to 
shorten the period of disability. 

In the surgical management of diverti- 
culitis, the best accepted procedure is 
excision of the diseased bowel with restor- 
ation of the anatomy and physiology of 
the parts. This is curative, the ideal to 
be hoped for in all cases requiring surgery. 

Excision of the segment involved with 
diverticulitis is not a completely new 
method of treatment. It was originally 
advocated by Smithwick in 1942, follow- 
ing his survey of the treatment of a large 
series of cases by the so-called palliative 
types of surgery. Prior to that time sur- 
gery for diverticulitis and its complica- 
tions consisted of a proximal colostomy 
and, if needed, local drainage of the in- 
fected areas. That a colostomy alone was 
not adequate became apparent to him in 
view of the high incidence of recurrence 
of the diverticulitis following closure of 
the colostomy. Also apparent was the 
prolonged morbidity from fecal fistulae 
which ‘oftentimes attended drainage of 
abscesses, and from colostomy. He showed 
that the mortality rate was higher from 
the palliative type of treatment than from 
resective procedures, combined with co- 
lostomy. Cases of resection, though staged, 
fared better. Now an even more aggres- 





* Presented at the Seventy-eighth Annual Meet- 
ing of the Louisiana State Medical Society, in 
Shreveport, May 6, 1958. 

+ Department of Surgery, Terrebonne General 
Hospital, Houma, Louisiana. 
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sive approach is the one stage procedure, 
resection with primary anastomosis, en- 
thusiastically championed by Waugh, and 
Welch and Greene. 

The management of diverticulitis in its 
initial stage has been in the past, and 
continues to be, medical. In the past 
surgical treatment of diverticulitis was 
limited entirely to the complications of 
diverticulitis; that is fistula, perforation, 
acute obstruction and occasionally bleed- 
ing. However, this attitude has changed, 
and there is good basis for this change 
towards earlier operative intervention. 


Recognition More Common 

Diverticulitis is being recognized more 
commonly today. This is due to increased 
longevity of the average citizen and more 
common use of diagnostic measures, such 
as barium enema and air contrast enema. 
Probably most important, an increased 
number of physicians have accepted the 
fact that diverticula are not entirely in- 
nocuous and are capable of causing trouble 
which is amenable to surgical treatment. 
Another barometer which may indicate 
diverticulosis to be more common is that, 
since 1914, there have been some 400 
articles on diverticulitis and diverticulo- 
sis, 100 of these having appeared in the 
last five years. Along with these previous 
thoughts it should be mentioned that mor- 
tality and morbidity of colonic surgery 
have declined considerably in the past de- 
cade. 

Need for Surgery 

How often do cases of diverticulitis 
require surgery? It is estimated that ap- 
proximately 10 per cent of people above 
40 have diverticulosis. It has also been 
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estimated that approximately 20 per cent 
of the cases of diverticulosis will develop 
diverticulitis, and of those who develop 
.diverticulitis 20 per cent will need sur- 
gery. That is probably a low figure. 

In a series of cases of primary diverti- 
culitis closely followed by Greene, ap- 
proximately half of the patients will 
eventually require surgery. Review of 
109 cases showed that a person having 
two admissions for diverticulitis has a 
- better than 50 per cent chance of having 
to come back a third time for some opera- 
tive procedure. The important point is 
that it is a progressive disease. This is 
also shown by surveys of the incidence 
of diverticula by decade. It is estimated 
that 10 per cent of people at the age of 
40 have diverticulosis and at the age of 
85 some 66 per cent have diverticulosis. 
The incidence gradually increases until 
approximately 33 per cent, a rough esti- 
mate, of all people in the eighth or ninth 
decade have diverticulitis. 


Type of Operative Procedure 

What type of operative procedures can 
be employed in the management of the 
problem? This will depend on the stage 
at which the disease presents itself. A 
proximal colostomy may be necessary at 
times. 

Perforations.—Walled-off perforations 
which most commonly rupture into the 
mesocolon or into a neighboring viscus, 
may be treated medically. If the inflam- 
matory process fails to respond to medical 
treatment, surgery is indicated. If a free 
perforation, clinical signs of generalized 
peritonitis will be present and laparotomy 
will be required for closure of the per- 
foration. If the perforation is large, and 
will admit one or two fingers, the prob- 
lem is different, and the involved bowel 
will have to be exteriorized, or the area 
of perforation drained and a proximal 
colostomy done. 

Abscess.—An abscess is truly a walled- 
off perforation with infection. The find- 
ings vary as to the type and size of the 
abscess and whether adjacent structures 
are involved. Small localized perforations 
with abscess formation may be drained 





or exteriorized. Larger abscesses require 
drainage and proximal colostomy with or 
without exteriorization. 


Obstructions.—For the lesion to be sur- 
gical, the obstruction should be complete, 
or almost so, because partial obstructions 
respond to conservative management. If 
the case presents as a complete obstruc- 
tion in the sigmoid, the usual location, a 
proximal transverse colostomy is indicated 
followed by elective resection at a later 
date. 

Bleeding.—A wide difference of opinion 
exists as to the percentage of patients with 
diverticula who will bleed. The figures 
vary from 3 to 47 per cent. It is probably 
safe to say that a figure midway between 
these extremes is probably correct. In 
general the bleeding is moderate, intermit- 
tent, and only rarely massive. For man- 
agement of acute massive bleeding in ex- 
tensive diverticulosis of the colon, a total 
colectomy may be a lifesaving procedure. 
It should be pointed out that to identify 
the actual bleeding diverticulum in cases 
of bleeding diverticulitis is most difficult. 
If bleeding ceases without operation an 
elective resection may be done later. 

Deformity.—Deformity of the sigmoid 
colon is demonstrated by barium enema, 
and some increase in the deformity may 
be noted by serial x-rays. If the point 
has been reached where the radiologist 
feels that he is not confident that he is 
dealing solely with diverticulitis, the case 
is best resected and can be done primarily 
as a one stage procedure. Little doubt 
exists that carcinoma of the colon in as- 
sociation with diverticulitis carries a more 
grave prognosis. The sigmoid is the most 
common site for diverticula and is also 
a very common site for carcinoma of the 
colon. Hence the two will be associated, 
not etiologically, but anatomically. These 
cases are best treated by one stage re- 
section. 

Recurrent attacks.—Probably the most 
important indication for the one stage 
resection is in recurrent bouts of diverti- 
culitis. One stage elective resection can 
be accomplished with primary anastomo- 
sis and without proximal colostomy. Par- 
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ticularly if the patient has urinary symp- 
toms, he is imminently in danger of de- 
veloping a _sigmoido-vesical fistula or 
some other complication. The patient who 
has repeated bouts, especially if hospital- 
ization is required, definitely should be 
operated on. 

Morbidity from multiple stage proced- 
ures is high. In one series the time spent 
in hospital was two hundred to three 
hundred and five days. A primary re- 
section can be done with an average 
sixteen day hospital stay. The demoral- 
izing effect of a colostomy and the time 
and money squandered with staged pro- 
ceudres can be averted by the proper 
management of recurrent diverticultitis. 
The complications of diverticulitis occur 
usually in the cases that have had repeated 
bouts of infection in the diverticula; un- 
der such circumstances resection is in- 
dicated. 

The advocacy of early resection for 
recurrent bouts of diverticulitis repre- 
sents an opportunity to add prophylactic 
surgery in the colon just as is being done 
for gall-stones and premalignant lesions. 
Associated difficulties arising in the late 
neglected case will be avoided. The plea 
is for early operation for recurrent bouts 
of diverticulitis, particularly if urinary 
symptoms have developed. 

Preoperative preparation of the bowel 
consists of a low residue diet, liquids, 
daily enemata, laxatives, and sulfathali- 
dine, neomycin, tetracycline or various 
combinations thereof. 

The colostomy, when indicated, should 
be a right transverse defunctioning type 
for left colon involvement. Resection of 
the bowel may be difficult due to the 
presence of the fistulae, pericolic thicken- 
ing, or perhaps adherence to the ureter 
and thickening of the mesentery. Never- 
theless, the diseased area usually can be 
resected and an anastomosis done. 


How much bowel to resect? We have 
much leeway here in that the entire colon 
may be removed from the right side 
above the ileocecal valve area down to 
the rectum. In the main, all diseased bowel 
should be removed, and the anastomosis 
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should be done in an area free of di- 
verticula. 

From the practical standpoint, diverti- 
cula are scattered throughout the colon, 
from the ileocecal valve to the rectum. 
Usually the area of diverticulitis is in the 
sigmoid and resection of the sigmoid is 
accomplished. If the diverticulitis is more 
diffuse and involves the left colon, a left 
colectomy is indicated. Occasionally the 
widespread involvement demands a total 
colectomy, and surprisingly enough, the 
average patient tolerates loss of his colon 
with scarcely any aftermaths. 


One must remember in the primary 
anastomosis or one stage resection, if there 
is any question about the anastomosis be- 
cause of associated induration, or infec- 
tion, proximal colostomy is a good invest- 
ment. In the past in the presence of a fis- 
tulous tract, and the most common is the 
sigmoido-vesical or cutaneous fistula, a 
proximal colostomy was mandatory. Such 
is no longer tenable. Waugh reports 93 
cases with primary resections for diverti- 
culitis, including 15 cases of sigmoido- 
vesical fistulae with one death due to a 
bleeding duodenal ulcer postoperatively. 
That is indeed very good. 


Summary 

In summary, diverticulitis is a condition 
of increasing frequency and if allowed to 
progress, the disease is capable of assum- 
ing catastrophic proportions in prolonged 
morbidity and a very high mortality. It 
has been pointed out that all this is pre- 
ventible by recognizing one stage resec- 
tion in the properly selected cases as the 
procedure of choice in that it enjoys a 
high cure rate and an attractively low 
mortality and morbidity. Staged proced- 
ures, including preliminary proximal co- 
lostomy, resection of the diseased segment 
and closure of the colostomy, will be re- 
quired for the late case of diverticulitis. 


Discussion 
Dr. John A. Hendrick (Shreveport): First, I 
would like to congratulate Dr. Cenac for his 
excellent paper. He leaves very little to be 
discussed in his very thorough coverage of the 
surgical aspects of this subject. There are only 
two points I would like to bring up for your 
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consideration. First, massive hemorrhage: It 
is most frequently found in extensive diverticu- 
losis rather than diverticulitis. Possibly in diver- 
ticulitis the ‘inflammation prevents massive 
hemorrhage. We feel in our experience with 56 
eases of bleeding from diverticulosis and/or 
diverticulitis that the safest procedure when con- 
servative measures fail is a proximal colostomy. 
This was done in 2 out of 56 cases of bleeding— 
these being the only 2 requiring surgery and 
in which conservative management failed. These 
were reported by Knight of our group in 1957. 
The mortality following primary resection in 
this group of cases has been shown to be almost 
prohibitive. We feel that the colostomy can 
safely be done in the right transverse colon, al- 
though we did one in the midascending colon, 
the other in the right transverse colon. In all 
probability, the bleeding is in the left half of 
the colon, despite the fact that diverticula are 
throughout the entire colon in most cases of 
massive bleeding. Elective resection can then 
be done at a later date. 

Second, how much should we resect for diver- 
ticulitis? Had this question been asked me a 
month ago, I would have said the involved area 


shown by x-ray. It so happened that we had 2 
candidates for resection at that time: One man 
of 50 with involvement of the sigmoid area only 
who had had repeated and recurring attacks 
over a period of one year; the second a man 
of 67 for whom we had advised resection two 
years earlier. His films were similar to the first 
case in that the sigmoid and a small part of the 
descending colon were involved. Repeat x-rays 
were amazing and only two years later the 
diverticula now involved the entire sigmoid, de- 
scending colon, splenic flexure and left part of 
the transverse colon, much more extensive than 
found two years before. In the first case—the 
youngest—we resected the sigmoid and most 
of the descending colon, mobilizing the splenic 
flexure to do so. The second we resected the 
sigmoid, descending colon, splenic flexure and 
part of the left half of the transverse colon to 
get beyond his disease. Should we have gone 
higher in our resection in the younger man of 
50? Should we remove the entire left colon with 
the exception of the rectum in diverticulitis when 
it is an elective procedure and we have a young 
good risk patient? Time alone and close follow-up 
of patients will tell. 


The National Medical Association 


It appears that this august assemblage of the Representatives of the Medical 
Profession of the United States met in Philadelphia, on the 5th of May last, according 
to previous adjournment, and went through their proceedings with becoming dignity, 
harmony and ability. * * * It must necessarily require some time to develop the full 
influences of this great Medical Society. Each meeting will doubtless be attended 
with increasing interest, and we do not despair of seeing the most beneficial results 
spring from their deliberations. 

* * * The number of delegates appointed was three hundred and twenty of whom 
two hundred and thirty-three were in attendance, and every State in the Union was 
represented except Maine, Alabama, Arkansas, Iowa, Florida, Texas, and North 
Carolina. * * * The report of the committee appointed at the last Convention to 
report a plan of organization for a National Medical Association was called up and 
read. On a subsequent day, the plan, after much discussion was adopted.—The name 
of the society is “The American Medical Association.” 


The New Orleans M. & S. J. 4:126 (July) 1847 
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Recognition of Remediable Heart Disease 


@ The need is stressed of correctly diagnosing the etiology of heart 
conditions, in order that the correct therapy may be administered, and 
four types of heart disease are described in which this is especially true. 


|? is usually not difficult to establish 
the presence of heart disease. Symp- 
toms are classical, easy to elicit, and signs 
are readily available for confirmation. 
Not as simple, however, is recognition of 
the correct etiological diagnosis. Patients 
are often placed in categories of arterio- 
sclerotic and hypertensive heart disease 
without consideration of other possibili- 
ties. As a result, many patients fail to 
receive specific therapy other than the 
usual treatment for congestive failure. 

In Table 1 are listed types of remediable 


TABLE 1 
REMEDIABLE HEART DISEASE 








Thyrotoxic Heart Disease 
Myxedema Heart Disease 
Constrictive Pericarditis 
Pickwickian Syndrome 
Mitral Stenosis 
Congenital Heart Disease 
Pulmonary Emboli 

Acute Renal Failure 
Unilateral Kidney Disease 
Arteriovenous Fistula 
Pheochromocytoma 
Bacterial Endocarditis 
Traumatic Heart Disease 
Hemochromatosis 
Beri-Eeri 

Cardiac Tumors 





heart disease. Four of the conditions will 
be covéred and will be illustrated with 
summarized case histories. 


Thyrotoxic Heart Disease 
Thyrotoxic heart disease probably does 
not exist in a pure state. It complicates 
a pre-existing arteriosclerotic, hyperten- 
sive, or rheumatic heart disease. How- 
ever, these cases, in the absence of thyro- 
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toxicosis, would, in most instances, be 
asymptomatic. With the added burden of 
thyrotoxicosis, congestive heart failure is 
common. For this reason, I place thyro- 
toxic heart disease in the classification 
of remediable heart disease. 


The diagnosis of typical Grave’s disease 
poses no problem because of its charac- 
teristic exophthalmos and complaints re- 
ferable to a hypermetabolic state. On the 
other hand, there are many patients be- 
yond the age of 45 whose complaints are 
primarily cardiac in origin. The diag- 
nosis in these cases is not so simple unless — 
the physician bears in mind the possibility 
of thyrotoxicosis. 

Certain findings during the cardiac ex- 
amination direct our attention toward 
hyperthyroidism. The most ‘suggestive 
finding is rapid auricular fibrillation that 
does not slow appreciably following digi- 
talization. The apex pulsation is readily 
found and gives a very quick and forceful 
thrust. The mitral first heart sound is 
loud and snapping, and resembles the 
first heart sound in mitral stenosis. The 
pulmonic second sound is loud and often 
split and suggests an increased pulmonary 
blood flow. Murmurs are often present 
and may be misleading unless thyrotoxi- 
cosis is suspected. The murmurs heard, 
in order of their frequency, are: a systolic 
pulmonary murmur, a systolic mitral 
murmur, and, occasionally, a pre-systolic 
mitral rumble. These murmurs, if func- 
tional, will disappear on therapy. Blood 
pressure readings reveal a high systolic 
pressure with a normal to low diastolic 
pressure. Circulation time may be normal 
to shortened in spite of an elevated venous 
pressure. 
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Other confirmatory evidence may be 
notably lacking. The thyroid gland is 
often normal in size. The expected eye 
signs are absent. Weight gain is the rule 
‘in the presence of edema. Heat is not par- 
ticularly bothersome, and the appetite, 
in the presence of heart failure, may be 
decreased. 


The following signs are much more 
likely to be present in the thyrocardiac 
patient. The skin is very smooth, notice- 
able particularly around the elbows. The 
‘hair is of fine texture and begins to fall 
out; female patients may note recent diffi- 
culty in maintaining a permanent. There 
may be increased numbers of bowel move- 
ments without particular change in the 
consistency of the stool. Quadriceps weak- 
ness is usually present and in the elderly 
patient may be quite incapacitating; in 
these patients it may be difficult to dis- 
tinguish between limitation of activity 
due to dyspnea and that due to quadriceps 
weakness. 

The following cases are examples of 
thyrotoxic heart disease: 

The first patient was a 29 year old colored 
female who had a grade III precordial systolic 
murmur best heard at the second and third 
interspaces to the left of the sternum. The pul- 
monic second sound was loud and split. The 
patient was seen by two competent observers 
and was classified as having heart disease, either 
of rheumatic or congenital origin. This patient 
had other findings suggestive of thyrotoxicosis 
and her I'*! uptake was elevated. With anti- 
thyroid medication the murmur completely dis- 
appeared. It had resulted from an increased and 
rapid blood flow through the pulmonary artery. 

The second patient was a 48 year old colored 
female admitted for conversion of auricular fibril- 
lation. On admission the heart was fibrillating at 
a rate of 120, the pulmonic second sound was 
loud, the mitral first sound was snapping, and 
a questionable pre-systolic mitral rumble was 
thought to be present. The diagnosis was mitral 
stenosis with auricular fibrillation. Conversion 
to a sinus rhythm was accomplished with quini- 
dine. She was discharged on maintenance doses 
of quinidine but was readmitted one week later 
because fibrillation had recurred. It was again 
noted that the rate was rapid and out of pro- 
portion to the patient’s cardiac reserve. Careful 
examination revealed quadriceps weakness, fine 
hair, smooth skin and tremor of the tongue and 
hands. I!*! uptake was elevated and response 
to antithyroid medication was excellent. Fibril- 
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lation has not recurred and no definite diagnosis 
of mitral stenosis can be made. 

Before closing the subject of thyrotoxi- 
cosis, I would like to mention a source of 
error in laboratory diagnosis of the car- 
diac patient. The protein bound iodine 
determination is available to all physi- 
cians. Outside of the medical centers, it 
is probably the test most widely used. 
Sources of error are usually limited to 
the administration of iodides. In the car- 
diac patient, however, another possibility 
of error exists. Mercurial compounds are 
known to interfere with the chemical re- 
action of the laboratory test. The mercury 
results in low false readings which may 
occur if the blood is drawn within forty- 
eight hours after a mercurial diuretic in- 
jection. To be certain of complete excre- 
tion, it is best to wait four to five days 
after an injection of mercury. 


Hypothyroidism 

Hypothyroidism as a cause of heart 
disease should be considered in patients 
having pericardial effusions or greatly 
dilated hearts. 

On physical examination of the heart, 
the apex beat is difficult to find and the 
heart sounds are muffled. X-ray studies 
reveal a globular shaped heart enlarged 
both to the left and right. Fluoroscopy 
shows very weak and feeble contractions 
compatible with a pericardial effusion or 
a greatly dilated heart. The presence of 
fluid is confirmed by angiocardiograms, 
intravenous carbon dioxide, or by needle 
aspiration. Aspirated fluid should be ex- 
amined for its cholesterol content, as it 
will be elevated in myxedema. 

The electrocardiogram usually reveals 
low complexes with inversion to flattening 
of the T waves. The base line is charac- 
teristically straight without evidence of 
muscle tremor. These findings, in com- 
bination with a bradycardia, suggest the 
diagnosis of myxedema. EKG tracings, 
before and after treatment, are seen in 
Figures 1 and 2. 

The diagnosis of myxedema is usually 
no problem. However, in the presence 
of heart disease it may be more difficult 
to detect. The facies of the hypothyroid 
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patient resembles that of the patient with 
chronic glomerulonephritis. The brady- 
cardia may be lacking in the presence of 
heart disease, and the rate may be 100 or 
more. Hypertension, common in renal 
disease, is also not uncommon in myxe- 
dema. The most reliable physical sign of 
myxedema is the myxedema reflex. This 
reflex consists of a normal to slow con- 
traction phase followed by a greatly pro- 





Figure 1.—Before treatment 





Figure 2.—After treatment 


longed relaxation phase. It is most often 
elicited in the biceps and ankle reflex. 
The knee jerk is not reliable, as the weight 
of the leg hastens the return to the resting 
state. Only a few neuromuscular disord- 
ers have a similar reflex. 
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The following case illustrates some of 
the features mentioned. 

A 50 year old colored female was admitted to 
the wards with cardiomegaly and hypertension of 
206/108. It was soon realized that the cardiac 
enlargement was due to a pericardial effusion. 
The pericardium was tapped, and the fluid was 
noted to have a peculiar sheen. Examination of 
the fluid revealed cholesterol crystals. This led 
to a more careful evaluation of the patient and 
revealed the diagnosis of myxedema. Following 
therapy, the heart returned to almost normal size, 
but the blood pressure remained elevated. 

The second case is interesting in that it rep- 
resents a case of medically induced myxedema. 
The patient, a 37 year old white female, was 
admitted for control of a supraventricular tachy- 
cardia. Numerous attacks had occurred in the 
past. Following conversion to a sinus rhythm, 
one observer thought the patient’s facies and slow 
speech suggested the possibility of myxedema. 
The myxedema reflex was present, and other 
studies confirmed the diagnosis. It was later 
learned that the patient had recieved I!*! therapy 
at another hospital. In spite of developing clini- 
cal myxedema, the patient continued to have fre- 
quent attacks of tachycardia. In this case thy- 
roid did not alter the tachycardia, but it did 
make the patient feel better. This case is pre- 
sented only to show that tachycardia can be 
present in myxedema. 

Most cases of hypothyroidism exhibit 
angina only after receiving thyroid medi- 
cation. A few cases will have angina 
prior to therapy and will show improve- 
ment following treatment. Patients with 
myxedema respond very well to extremely 
small doses of thyroid. The medication 
should be started in small doses and in- 
creased very slowly over a period of weeks 
to months. If increases are sudden, the 
patient may expire either from a myo- 
cardial infarction or congestive failure. 


Constrictive Pericarditis 

Patients with constrictive pericarditis 
are often initially diagnosed as having 
cirrhosis of the liver. They present with 
symptoms of ascites and edema of the 
lower extremities. Dyspnea is only a 
minor complaint and is most often present 
only on exertion. As a result of rapidly 
forming ascites, these patients frequently 
undergo many abdominal paracenteses 
before the diagnosis is suspected or re- 
cognized. 

The diagnosis is usually made after the 
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observation of greatly distended neck 
veins when the patient is in the sitting or 
reclining position. In spite of venous pres- 
sures of 25 cm. of HzO or higher, the 
‘patient has little or no orthopnea. This 
finding, in the presence of ascites, is very 
suggestive of constrictive pericarditis. 

To consider constrictive pericaditis only 
in the presence of a small quiet heart and 
a low blood pressure is unwarranted; the 
heart may be slightly enlarged and the 
blood pressure within the normal range. 

Diagnosis is greatly simplified if cal- 
cification of the pericardium is demon- 
strated in the presence of a markedly 
elevated venous pressure. This calcifi- 
cation is not always visible and at times 
is seen only on oblique and lateral x-ray 
views. One must remember, however, 
that calcification alone does not necessari- 
ly imply constriction. X-ray examples are 
seen in Figures 3 and 4. 

Other findings are a pulsus paradoxus 
and a third heart sound heard in diastole. 
This sound is similar to the opening snap 
of mitral stenosis. 

Occasional cases of long-standing heart 
disease are seen with high venous pres- 





figure 3.—Constrictive pericarditis 





Figure 4.—No constriction 


ures, clear lungs, ascites and edema of the 
lower extremities. As the heart may be 
enlarged in cases of constrictive pericardi- 
tis, the differential between these cases 
becomes quite difficult. Cardiac catheter- 
ization may be of some aid, but frequently 
surgical exploration is the only means of 
differentiating the two. 


Recently a 47 year old colored male was seen 
at Charity Hospital with the following story and 
findings: The patient had been admitted on 
numerous cceasions for abdominal paracenteses. 
In spite of a venous pressure of 34 cm. of H2O 
the lungs were clear, and the patient had no 
orthopnea. The patient’s serology was pesitive, 
and an aortic regurgitation murmur was present. 
The heart was slightly enlarged in size. Be- 
cause constrictive pericarditis was a possibility, 
the patient had cardiac catheterization. The re- 
sults were confusing in that the typical curve 
for constrictive pericarditis was present, but, in 
addition, the patient had a marked increase in 
cardiac output following rapid digitalization. This 
response to digitalis suggested myocardial fail- 
ure as the primary defect. Another problem to 
be considered was whether constrictive pericardi- 
tis, if present, served as a safety valve to protect 
the lungs and left ventricle in the presence of 
aortic regurgitation. After much discussion the 
patient was explored, and a constrictive peri- 
cardium was found. Pericardectomy was very 
difficult and almost resulted in the patient’s 
demise. 
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The patient recovered from the surgical pro- 
dure and slowly showed marked clinical im- 
rovement. He has remained on digitalis but 
o longer develops ascites or requires hospitali- 
ition. 

Diagnosis of constrictive pericarditis 
hould be mde early, as long standing cases 
develop myocardial atrophy. If atrophy 
is extensive, then surgery will only harm 
the patient. In other cases calcification 
may extend into the myocardium and make 
pericardectomy an extremely hazardous 
procedure. 


Pickwickian Syndrome 


This form of heart disease is occasional- 
ly seen in patients with extreme obesity. 
These patients develop pulmonary hyper- 
tension, cyanosis and right ventricular 
hypertrophy. 

This entity has received much attention 
in the recent medical literature. It has 
been called “Pickwickian Syndrome,” 
“Fat Man’s Heart,” “Heart Disease due 
to Hypoventilation” and “Heart Disease 
due to Obesity.” Once the syndrome had 
been described, then many doctors were 
able to recall similar cases that had been 
difficult to explain. 


In these very obese patients the work 
of breathing is supposedly greatly in- 
creasd. As a result they tend to hypo- 
ventilate. This hypoventilation results in 
hypoxia and COz retention. The hypoxia 
in turn leads to pulmonary hypertension, 
cyanosis and polycythemia. The increased 
work placed on the right ventricle results 
in dilatation and hypertrophy and, event- 
ually, in right-sided cardiac failure. 

The COz retention frequently produces 
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a picture of somnolence. As the patient 
sleeps, he ventilates even less, and the 
cyanosis becomes more marked; Cheyne- 
Stokes respiration may even be present. 
The increased cyanosis does not appear 
to bother the patient, but the doctor be- 
comes quite alarmed unless the diagnosis 
is recognized. 

Studies reveal the following findings: 
Pulmonary function reveals a marked de- 
crease in the vital capacity and tidal air. 
The timed vital capacity is normal, in- 
dicating no bronchospasm. The end alveo- 
lar air and blood arterial studies reveal 
a decreased Poz and an increased Pcoz. 
The COz content is high both in arterial 
and venous blood. Blood counts may or 
may not reveal polycythemia. The elec- 
trocardiogram may reveal right axis de- 
viation and right ventricular hypertrophy. 
X-rays and fluoroscopy are usually un- 
satisfactory due to the marked obesity. 

If the patient reduces to a respectable 
weight the entire picture disappears. One 
must remember, however, that many obese 
patients, without heart disease and with- 
out the Pickwickian syndrome, complain 
of orthopnea and dyspnea on exertion. 
Why most extremely obese patients fail 
to develop the syndrome is unknown. 


Summary 


In summary, four types of remediable 
heart disease have been discussed. It has 
been stressed that only through correct 
etiological diagnosis can heart disease be 
treated correctly. It is further empha- 
sized that correct diagnosis can be 
achieved only by complete evaluation of 
the patient. 








Elbow Out of the Window Injuries; 
A Follow up Study of 50 Cases* 


@ That fractures sustained from riding with the elbow out of the 
automobile window can be serious is shown in this study of 50 cases 
from the records of Charity Hospital over the last ten years personally 


observed by the author. 


LBOW injuries incidental to side-swipe 

or roll-over auto accidents are becoming 
more and more commonplace despite the 
fact that modern cars are becoming more 
and more roomy. Why it is that the 
window sill has great appeal for the elbow 
is a matter of conjecture. Certainly it is 
comfortable, but also dangerous, as I shall 
attempt to show you. 

Watson Jones ' described this injury, as 
the “baby car fracture” in his textbook 
many years ago. Campbell’s textbook * 
refers to this injury as bizarre and gro- 
tesque. However, other than an excellent 
eye-opening article by Thompson and 
Chambers * in 1953, there has been, to my 
knowledge, no cumulative series of these 
injuries reported. 

An elbow out the window injury can 
vary anywhere from a mild abrasion to a 
most devastating crushing avulsion type 
injury resulting in amputation. From the 
standpoint of fracture, we have seen them 
vary from a closed, relatively minor in- 
jury such as a fracture of the radius, to a 
severe open segmental comminuted frac- 
ture of all three long bones of the ex- 
tremity. 

Type of Injury 

In this series of 50 cases, taken from 
records of Charity Hospital over the past 
ten years, and personally seen and re- 
viewed by me, the fractures sustained 
were as shown in Figure 1. As can be 
gathered, most of these injuries resulted 
in multiple fractures. The most frequent 


* Presented at the Seventy-eighth Annual 
Meeting of the Louisiana State Medical Society, 
May 7, 1958, in Shreveport. 
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New Orleans 
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combination as reported by Watson Jones 
is “always a comminuted fracture of the 
olecranon, forward dislocation of both 
bones, fracture of the midshaft of the 
humerus, and fracture of the shaft of the 
ulna... .” In this series, the combina- 
tions were as listed in Table 1. 


TABLE 1 
MOST FREQUENT COMBINATIONS OF FRACTURES 








Shaft of the radius, ulna, and humerus, with 


or without dislocation at the elbow.............. 7 
Shaft of the radius, and ulna, with or without 

dislocation at the elbow................................ 6 
Fracture of the humerus alone........................ 6 
Fracture of the olecranon and humerus.......... 5 
Monteggia fracture dislocation and fracture 

ee ahaa eminaaes 5 
Fracture of the radius alone..............222.000..0.... 3 
Fracture of the ulnar shaft alone.................... 3 
Fracture of the olecranon alone...................... 3 
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Many of these injuries also had large soft 
tissue avulsions, as well as associated 
neurovascular lesion present in the af- 
fected extremity. Other injuries were oc- 
casionally found elsewhere, although this 
was not a common feature. (Table 2) 


TABLE 2 
ASSOCIATED INJURIES 








Elbow Region 
Nerve injury: 





I i acacia ae alae 8 
FREESE Sie ne neerce tet ene ewe rane me 5 
I aa ah nla lad careless 5 
Dislocations: 
a car 1 
LS SSPE RAISON Ca cee Skee ee 13 
Distal Radio-ulnar joint .......................... 1 
Ee re ee eae neni lotae 3 
RI I eg Co lO 1 
PS ER eerste Reco necnnere nea 4 
MN I ici acts se Sircenpetesceoscne aces 16 





Needless to say, from such a serious in- 
jury, complications were not particularly 
infrequent. They were present in about 
20 per cent of cases. 














TABLE 3 
7 COMPLICATIONS 
PIII pohassieasnsoncnctniccncucanaenrienicentinboraientan 5 
NN a a aa es 3 
SEE ne ea RSI A Oe 1 
ae eee 1 
ESE Reese ree tea er ee A ee nen CE ee ee ae oe 1 
Treatment 


Since the majority of injuries were the 
open type, primary surgical treatment 
consisted of extensive and thorough de- 
bridement. This was followed at the time, 
or later, by definitive surgical manage- 
ment. A listing of the surgical procedures 


TABLE 4 

SURGICAL PROCEDURES _ ca 
SS ERE SE EI L APL OL OOD ALLER EE 35 
oc tet eianeeeracomnnn . 23 
I I ide occa Sten scasancccensmcweeceesben. I 
I I icin pueehnnsectoes 10 
Skeletal traction ..............--.:....... ey ae 
Amputation .............-.-. ; 5 
Excision of radial head - 4 
Revision of stump .-....... 3 
Secondary closure 3 
Stellate block 3 
Split thickness graft 3 
Excision collateral bands - 2 
Arthrodesis elbow 1 
Excision ulnar head 1 
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undertaken in this group of patients is 
presented in Table 4. 


Results 
As for the ultimate functional recovery 
in this group, following soft tissue heal- 
ing, solid bony union of the fractures, and 
a variable amount of physiotherapy, Table 
5 tabulates the results in the patients who 
could be followed. 








TABLE 5 
FUNCTIONAL RECOVERY 

Mx se SII ti sicencssev nce krgcnmpwarmccioeexsendciin 5 
a 4 
Elbow motion: 

II issn Serewrbiexotvinar oacuancciachoig ceiaattenteusasoece cams 3 

ee ge ee eee 4 

ii TREES TEA Radek ead SRNR eee 9 

SN Sask ci ocaekoes cere nuccniwostanspoacaspboncstuicvas 17 

SIRES este ere se weno Lenen es WORE ete aes 3 
Disability: 

I i 3 

(Fusion—1) 

| aa eee ea ea REET ROM 10 
Pronation-Supination: 

PO nn ele eck Saree ete ae esa 2 

ee 11 

eee 15 





Case Reports 
To cite but a few examples of the more 
severe type of injury seen at Charity Hos- 


pital, the following group of patients are 
presented. 


Case No. 1.—H.P., a 31 year old colored male, 
on August 28, 1954, while riding in the right 
front seat, with arm hanging from the window, 
was involved in a side swipe injury with a tree. 
When seen eight and a half hours later, the pa- 
tient on examination had an open Monteggia 
fracture, with fractures of the d/3 humerus, 
m/3 radius and ulna, and dislocation of the 
radial head. There was no radial pulse, a strong 
ulnar pulse, and no neurological deficit. 

He was taken to surgery on admission, fol- 
lowing administration of mixed serum and anti- 
biotics, and a thorough debridement undertaken. 
The wound over the volar forearm was closed 
loosely. Postoperatively, he was treated in ske- 
letal traction with pins through the distal fore- 
arm, and proximally in the olecranon. The gen- 
eral over-all position and alignment was far 
from perfect, but as good as could be secured by 
manipulation and traction at the time. About 
ten weeks later, a long arm cast was applied, and 
shortly thereafter all drainage had ceased. Ulti- 
mately, the radius went on to union in malposi- 
tion, and the ulna developed a gross nonunion. A 
subsequent excision of the radial head, and step 


th 
to 
_ 
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cut resection of the ulna with plating and graft- 
ing achieved satisfactory union. This patient now 
works as a farm hand at unrestricted hard labor. 

Case No. 2.—J.H., a 24 year old colored male, 
while driving intoxicated with his left elbow rest- 
ing on the sill, was sideswiped by a truck. Nine 
hours later, this patient was admitted to Charity 
Hospital in New Orleans, and examination at 
that time revealed a large laceration over the el- 
bow with an open Monteggia fracture; fracture 
of the m/3 of the radius, fracture of the capi- 
tellum and medial epicondyle, and a closed frac- 
ture of the m/3 of the humerus. There was no 
neurovascular deficit. 





After receiving penicillin and mixed serum, he 
was taken promptly to surgery, where a thorough 
debridement, reassembly of the fragments, and 
closure were performed; and a posterior splint 
applied. Healing was per primum, but because 
of malposition of the fragments a subsequent 
reconstruction with osteotomies and correction 
of the deformity had to be undertaken. In addi- 
tion, the radial head was excised. After suc- 
cessful healing, he now works as a manual 
laborer without difficulty. 

Case No. 3.—A.L., 32 year old housewife, at 
5 A.M. while driving intoxicated, was involved 
in a sideswipe accident. She was momentarily 
stunned, but did not lose control of the car. 
Upon recognizing the injury, she drove to a 
nearby police station, from where she was 
brought directly to Charity Hospital in New Or- 
leans. On admission, examination revealed a 
massive avulsion of skin and subcutaneous tissues 
over the elbow area. There was marked com- 
minution of the p/3 radius and ulna, and a 
closed m/3 fracture of the humerus. Although 
pulsations were good, there were ulnar and radial 
nerve palsies present. 





She was taken to surgery promptly, where de- 
bridement and assembly of the comminuted frag- 
ments was undertaken insofar as was possible. 
The ulnar nerve was intact, and was transposed 
anteriorly. Closure was made over a drain, and 
postoperatively, she too, like the first patient, 
was treated by skeletal traction through the dis- 
tal forearm. Because of distraction of the hu- 
merus, the treatment was soon changed to a pos- 
terior supportive plaster slab. It was at this 
time that the fingers began to swell and stiffen; 
and an open reduction on the humerus was done 
to facilitate mobility of the extremity. However, 
the stiffness persisted which later necessitated 
capsulotomies. At present she has a full neuro- 
logical return, a persistent but useful pseudo- 
arthrosis near the elbow, minimal stiffness of 
the fingers, and painless motion on use of the 
extremity. 


Case No. 4.—H.P., a 19 year old colored male, 
while riding as a passenger late at night, return- 


ing to New Orleans from Gulfport, Miss., sus 
tained a side swipe injury to his right elbow 
when the car in which he was riding was overtak 
ing a truck going in the same direction. He wa 
taken immediately to the hospital in Gulfport 
where examination revealed open fracture of thx 
m/3 of the radius and ulna, and a closed fractur 
of the m/3 of the humerus, without neurovascula) 
deficit. 

Debridement was performed promptly, and at 
the same time definitive open reduction of all 
three fractures was undertaken with use of in- 
tramedullary Rush nails. Healing was per 
primum, and although union of the fractures was 
slow, he progressed satisfactorily. Since extrac- 
tion of the nails, range of motion has improved 
considerably, and the patient is now employed 
successfully as a truck driver without significant 
disability. 

Case No. 5.—K.R., a 20 year old white male, 
while a front seat passenger enroute on a fish- 
ing trip early one morning, sustained a crush- 
ing injury to his right elbow, when the car in 
which he was riding went out of control and 
overturned. When seen at Charity Hospital in 
New Orleans about fourteen hours later, exami- 
nation revealed an open Monteggia fracture with- 
out neurovascular deficit, and a closed m/3 
fracture of the left femur. 

He was taken promptly to the operating room, 
and debridement and open reduction performed, 
utilizing an Eggers onlay plate. Healing and 
unicn were uneventful, and the patient regained 
complete return of painless function. The plate 
was subsequently removed, and he is now em- 
ployed as an assistant in a dental laboratory. 


Summary 


In conclusion, I would like to remark 
that the severity of the elbow out of the 
window injury is a variable thing, and its 
treatment has to be on an _ individual 
basis. However, from a review of the re- 
sults of treatment from these few cases, 
it appears that in these injuries where 
skin coverage is possible, contamination 
is not excessive, and loss from comminu- 
tion is minimal, a definitive procedure 
would be in order at the time of debride- 
ment, to reassemble the fragments, main- 
taining them in their proper relationship 
by internal fixation if necessary. It is 
felt that this gives the best chance for 
early recovery of function and lessened 
overall disability, with numerous recon- 
structive procedures. Better yet, preven- 
tive treatment would be the ideal; for 
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such we should adopt the Burma Shave 
slogan— 
“Don’t put your elbow out so far, 
It may go home in another car”. 
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Discussion 


Dr. Roy H. Ledbetter (Monroe) I would like 
to congratulate Dr. Rieth for the success which 
he has demonstrated in dealing with an injury 
which can be so catastrophic. Certainly, I am in 
accord with Dr. Rieth that the extent of injury 
following such an accident is variable and at 
times bizarre. Therefore it is impossible to es- 


drawn out with necessary delay in reconstructive 
surger,. Primary wound healing, on the other 
hand, will permit going ahead with appropriate 
reconstruction at a relatively early date and a 
shortened convalescence. This is our prime re- 
sponsibility. With this in mind, I believe that 
primary internal fixation with metallic devices 
should be undertaken only if such a procedure 
does not jeopardize the integrity cf the wound 
and its prompt healing. 


Health of the City 





Our city presents a singular spectacle at the present time. Whilst every one of 
its hospitals is full to overflowing, and several additional houses have been appro- 
priated to hospital purposes, we are sure our citizens never enjoyed a greater degree of 
health at this season of the year. * * Sickness generally decreases here as the 
summer advances, unless yellow fever becomes epidemic; and, with the exception 
of this occasional visitation, the summer, contrary to the prevailing opinion abroad, 
is always the healthiest season of the year in New Orleans. Whence then the host 
of invalids now crowding our hospitals? It consists of Foreign Immigrants (chiefly 
Irish) and the sick and discharged soldiers returning from the United States Army 
in Mexico. The foreign immigrants are the most miserable looking set of poor, half- 
starved wretches, worn out by the combined horrors of a long sea voyage, ship fever 
and bowel complaints, ever seen. The poor Volunteers, exhausted by the hardships 
of a camp life and camp diseases, and many of them mutilated on the bloody battle 
field, present an aspect equally horrible, and far more calculated to excite our 
sympathies, for they are our own brave and patriotic fellow-citizens, who, at the call 
“to arms,” forsook the comforts and endearments of home, and voluntarily sacri- 
ficed themselves in defence of their country’s honor. 


New Orleans M. & S. J. 4:133 (July) 1847. 
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of the Allergic Child 


Otolaryngologic Management 





®@ In the treatment of the allergic child it sometimes becomes necessary 
to correct otolaryngologic defects and cure complicating infections 
before any advance can be made in controlling the allergy. 


Ar having practice’ otolaryngolo- 
gic allergy for ten years, one fact 
concerning management of the child with 
upper respiratory tract allergy has become 
obvious — best results are achieved in 
those cases wherein a combination of al- 
lergic and otolaryngologic therapy is used 
rather than when there is rigid adherence 
to one type to the exclusion of the other. 

It must be admitted that the greatest 
barrier to achieving this happy blending 
of therapy is the attitude of the specialists 
themselves. This is born largely of ignor- 
ance as to what their colleagues have to 
offer in reversing the pathologic physi- 
ology present. A pressing need today is 
for allergy training programs in which 
otolaryngology is taught and for otolaryn- 
gology residencies in which instruction in 
applied allergy is offered. 

In this presentation we shall indicate 
some otolaryngologic procedures which the 
general allergist should find helpful in 
the management of such children. 

Nasal Smears 

We are absolutely unable to comprehend 
how anyone can adequately manage an 
allergic individual over a period of time 
without resorting to frequent personal 
microscopic examination of the nasal or 
postnasal secretions. Cytologic study is 
invaluable in determing whether exacerba- 
tion of symptoms is due to allergy or to 
complicating infection, and, should the 
latter be the case, for following the course 
of the disease. 

* Presented at the Seventy-eighth Annual 
Meeting of the Louisiana State Medical Society, 
May 7, 1958, in Shreveport. 
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JACK R. ANDERSON, M.D. 
New Orleans 


Whenever stagnation of secretions oc- 
curs in the allergic nose, a neutrophilic re- 
sponse can be expected. Factors causing 
stagnation include swelling of the mem- 
branes during acute exacerbations of the 
allergy, nasal polyps, spurring, deviations, 
and dislocations of the nasal septum, hy- 
perplasia of the mucous membranes, and 
hypertrophy of the nasopharyngeal lym- 
phoid tissue. If, on repeated cytologic ex- 
amination, there is persistent neutrophilia 
together with the presence of large 
amounts of bacteria, the possiblity of bac- 
terial allergy should be strongly con- 
sidered. 


Tonsillectomy and Adenoidectomy 


Volumes have been written on the pros 
and cons of tonsillectomy and adenoidec- 
tomy in the allergic child. 

Our experience is that the indications 
for this surgery in the allergic child are 
the same as in the nonallergic child. Fur- 
thermore, because we know of asthma 
having subsequently developed in only 3 of 
more than 1090 allergic children who 
have had surgery, we do not feel that it 
can be said that the operation adversely 
affects the course of the disease. 

We are of the opinion that surgery can 
prove a very valuable adjunct in the man- 
agement of these children in certain cases. 
It should be remembered that enlarged 
tonsils and adenoids block the posterior 
nares and so predispose to stagnation of 
secretions, a condition predisposing to 
overgrowth of bacteria and all of its con- 
sequences, including, we are certain, the 
development of bacterial allergy. 

It has been our experience that, if the 
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allergy is mild, removal of enlarged tonsils 
and adenoids which narrow the posterior 
nares will often provide sufficient in- 
crease in nasopharyngeal space to enable 
the patient to better manage his secretions. 
When the nasal condition is more severe, 
removal of hypertrophied lymphoid tissue 
will generally give some improvement but 
will not be as beneficial as in mild cases. 

In every case of allergy in which sur- 
gery is advised, one should be sure the 
parents understand that the operation will 
not “cure” the allergy but may make con- 
trol somewhat easier to achieve. We be- 
lieve that a large proportion of the un- 
satisfactory results of tonsil and adenoid 
surgery is due to failure to recognize prior 
to operation the allergic basis of the 
symptoms. 


Management of Secretions 

Measures which help the patient to elim- 
inate thick mucoid secretions from the nose 
and paranasal sinuses are extremely valu- 
able. In addition to producing symptoms, 
such secretions act as ideal culture media 
for bacteria. 

In older children secretions may be re- 
moved either by spot suction or by use of 
the Proetz displacement method; at times 
the improvement obtained is amazing. We 
have, on numerous occasions, seen child- 
ren resist all therapeutic measures until 
the secretions were manually removed. 
This is particularly true in many cases 
of persistent and intractable allergic 
cough. The lymphatic communication be- 
tween the nasal and paranasal spaces and 
the peribronchial areas makes sino-respir- 
atory disease a reality and one of the most 
frequently mismanaged conditions in pedi- 
atrics. Many chest X-rays are taken; it is 
unfortunate that the examination usually 
stops there. In every case of so-called 
“asthmatic bronchitis” the upper respira- 
tory tract should be thoroughly investi- 
gated. 


Nasal Vasoconstrictors 
The use of nose drops is controversial 
among otolaryngologists. Some prefer the 
use of oral vasoconstrictors for sympto- 
matic relief. We feel that the short-term 
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use of nose drops is beneficial in those 
instances in which there is stagnation 
and thickening of secretions: being liquid, 
they reduce the surface tension of the 
mucus and make possible easier elimina- 
tion, while oral vasoconstrictors tend to 
increase thickness. Our preference is a 
vasoconstrictor-prednisolone spray combi- 
nation, using the initial tissue saturation 
method; the preparation is used for only 
a few days and not for prolonged periods. 


Two practical points concerning the use 
of nasal sprays deserve emphasis. When 
secretions are very thick, some type of 
hand suction should be used to clear the 
anterior part of the nasal passage so that 
the solution can better contact the mem- 
branes; this is particularly true in the 
case of very young children. Since the 
first application only reaches the anterior 
portion of the nasal cavity, a second should 
be used approximately five minutes after 
the first to shrink the posterior portion. 
Should the child be old enough to effec- 
tively evacuate secretions by blowing, this 
should be done following the second appli- 
cation; if too young for this, the mother 
should accomplish this with a nasal 
aspirator. 

When the secretions are not so thick, 
we use an oral vasoconstrictor-antihista- 
mine combination, the proportion and do- 
sage varying to the age of the child. 


Middle Ear Disease 

Secretory otitis media in children is one 
of the most insidious, potentially most 
dangerous, and yet most frequently over- 
looked conditions. 

It is our opinion, based on clinical ex- 
perience and hearing surveys in school 
children in the State of Louisiana, that 
secretory otitis occurs much more often 
in the allergic than in the nonallergic 
child; in fact, we can confidently go a 
little further and state that it is fairly 
commonplace. Thus, the allergist should 
be on the lookout for its development. Par- 
ents or teachers may note evidences of 
hearing difficulty if the condition is bi- 
lateral; if unilateral, the loss may not 
be so obvious. At times, the speech of the 
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child may suffer because of the impair- 
ment, inasmuch as speech patterns de- 
velop as a result of hearing. 

_ Failure to detect and adequately treat 
secretory otitis may lead to organization 
of fibrous tissue within the middle ear 
cavity and permanent irreversible hear- 
ing loss. Immediate tympanotomy is 
usually mandatory; following this, mea- 
sures which will relieve interference with 
normal Eustachian tube function should 
_be undertaken. 


Anatomic Abnormalities of the Nose 


It is not unusual to encounter children 
whose upper respiratory allergic disease is 
aggravated by anatomic abnormalities of 
the external nose or nasal septum. The 
external nose may be deviated from the 
midline, or perhaps the septal cartilage 
has been dislocated from its normal posi- 
tion on the vomer or maxillary crest; oc- 
casionally there may be thickening of the 
cartilagenous septum or even reduplica- 
tion of that structure. 

Such abnormalities are usually due to 
trauma sustained by the child sometime 
during his brief life. Quite often they re- 
sult from a long-forgotten fall, but, in 
many instances, they are traceable to in- 
jury at birth. Compression of the carti- 
lagenous portion of the nose occurs even 
during normal labor and delivery; how- 
ever, during prolonged labor and difficult 
delivery, compression is accentuated and 
frequently leads to the above mentioned 
conditions. 

These dislocations cause a decrease in 
the nasal airway and interfere with nor- 
mal nasal physiology. In some cases the 
valvular function of the upper lateral car- 
tilages is impeded; in others, the integrity 
of the all-important middle meatus is com- 
promised. In still another group of cases 
impactions and pressure points occur be- 
tween the septum and the middle turbi- 
nates. The following case reports are 
illustrative: 

Case No. 1. G. W., white male, age 5 years. 
The mother gave a history of recurrent left 
hemicranial pain for eight months. An ophthal- 
mologist and several pediatricians had been con- 
sulted. There was no history of particularly 
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significant trauma. The pain was worse when 
patient had upper respiratory infections and 
episodes of nasal blockage. 

Examination revealed pale nasal mucosa and 
thickening of the nasal septum with impaction 
against the left middle and superior turbinate. 
The nasal smear revealed a diagnostic amount 
of eosinophiles. Skin tests resulted in large 
reactions to house dust, atmospheric mold mix- 
ture, and stock respiratory vaccine. The pa- 
tient was seen on one occasion when he had 
been suffering with headache for three days 
continuously: mucosal shrinkage and anestheti- 
zation of the pressure points completely elimi- 
nated the headache. 

On April 1, 1957, a partial submucous re- 
section was done. The patient has been asympto- 
matic since that time. 

Case No. 2. M. F. white male, age 12 years. 
This patient was first seen in consultation from 
another otolaryngologist. The mother gave a 
history of the boy having continuous nasal block- 
age, coughing, mouth breathing, snoring, an ex- 
tremely offensive odor from the nose, and hear- 
ing difficulty since the age of 3. A T. & A. had 
been done at age 4 with no improvement in his 
symptoms. From that time on many generalists, 
pediatricians, and otolaryngologists had been 
consulted; none suggested that the child had 
an allergy until the referring physician did. 

Examination revealed the presence of a tre- 
mendous amount of extremely foul-smelling 
mucopurlent exudate (N 3-plus, E 1-plus) in both 
nasal passages, a dislocated nasal septum which 
caused about 70 per cent reduction in the left 
nasal airway, regrowth of adenoid tissue, bi- 
lateral secretory otitis media with a bilateral 
hearing loss averaging 30 decibels, and skin 
sensitivity to house dust, goose feathers, tree 
pollen, ragweed pollen, and Hoffman BAC 
respiratory vaccine. X-rays revealed diffuse 
cloudiness of all paranasal sinuses. 

Hyposensitization therapy combined with oto- 
laryngologic management was started. On re- 
peated Proetz displacements there continued to 
be a 4-plus return of mucopus; this was so mal- 
odorous that the treatment room used had to 
be deodorized after each procedure. 

On August 19, 1956, a secondary adenoidec- 
tomy and bilateral tympanotomies were done; 
this resulted in little improvement. On Sep- 
tember 13, 1956, a test of treatment with hydro- 
cortisone was begun; this resulted in about 50 
per cent improvement at the height of this 
therapy combined with antibiotics. Allergy was 
continued, and on November 11, 1956, a sub- 
mucous resection was performed under general 
anesthesia. By December 6, 1956, the patient 
had shown marked improvement and has been 
under complete allergy control until this time. 

Case No. 3. D. A., white male, age 8 years. 
This patient had been under treatment at the 
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Figure la. Almost ticlike maneuver patient 
used in order to inspire air through blocked left 
nostril. Blockage was due to deviation of the 
caudal end of the nasal septum. 

Allergy Clinic of the Eye, Ear, Nose and Throat 
Hospital for about seven months, without satis- 
factory response. As can be seen (Figure la), 
he had developed the habit of elevating the entire 
left cheek in order to breath through the left 
nostril. 

Examination revealed an S-shaped deformity 
of the caudal end of the nasal septum. This was 
corrected (Figure 1b) and has resulted in dis- 
appearance of the habit, normalcy of the airway, 
and satisfactory control of the allergy by hypo- 
sensitization therapy. 


Discussion 

Successful management of the child 
with upper respiratory allergy requires 
a dual approach: 

1. Elimination of those factors which 
would interfere with normal physiology 
if the child were not allergic, and 

2. Competent management of the al- 
lergy 

The former, which has been the subject 
of this presentation, resolves itself, in a 
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Figure 1b. Respiration normal following cor- 
rection of caudal deviation. Maneuver to permit 
breathing ‘s no longer necessary. 
large measure, to eradication of foci of 
chronic infection whether they be located 
in the paranasal sinuses, the lymphoid 
structures of Waldeyer’s ring, or in pools 
of stagnant nasal secretions. 


The importance of this aspect of treat- 
ment will be appreciated if we recall the 
vicious circle which often becomes estab- 
lished following repeated acute exacerba- 
tions of chronic infections in the allergic 
child. After each flare-up, the allergy 
seems to return to a higher level until, 
eventually, the influence of the infection 
on the allergy is so great and the allergic 
threshold so low that neither anti-infec- 
tive nor specific antiallergic therapy seems 
to influence the disease state to a marked 
extent. Such children pose a tremendous 
therapeutic problem. In our experience, 
the use of the procedures described above 
have proved extremely satisfying in most 
cases. 
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Editorial 


Officers of the Louisiana State Medical Society 
For the Coming Year 


At its Annual Meeting, the Louisiana 
State Medical Society chose officers for 
the coming year, and again they were 
physicians of such calibre as to do honor 
to the Society and credit to themselves. 

Dr. W. Robyn Hardy of New Orleans 
was installed as President at the Seventy- 
ninth Annual Meeting. Dr. Hardy is a 
well known surgeon of New Orleans, and 
his range of experience from committee 
chairman to head of the House of Dele- 
gates, over a period of some years, has 
served to give him a comprehensive view 
of the workings of medicine and its ur- 
gent needs. The membership feels confi- 
dent that the organization will be directed 
by one who is resourceful, conscientious, 
and ever-mindful of their best interests. 

The President Elect is Dr. O. B. Owens 
of Alexandria, who richly deserves the 
position of honor to be awarded to him 
next year. There are few members who 
have given the years of devoted and con- 
scientious service or who have been as 






diligent in executing assignments as Dr. 
Owens. In addition, he is gifted with a 
scintillating sense of humor which bursts 
into expression often enough for Tommy 
Hendricks to call him the Poet Laureate 
of the A.M.A. 

Dr. Arthur D. Long of Baton Rouge 
becomes past president after administer- 
ing the office with great distinction 
through a difficult year. His valued 
counsel on the Executive Committee will 
be as welcome now as in the many years 
he has been a member. The Society con- 
gratulates him. 

The first vice president is Dr. William 
C. Rivenbark of New Orleans, a noted 
pediatrician. Dr. Rivenbark has been ac- 
tive in the affairs of the Orleans Parish 
Medical Society over a period of years, 
and in the Pediatric Section of the State 
Society, he has administered their affairs 
most creditably. He was General Chair- 
man of Arrangements for the highly suc- 
cessful and pleasurable Seventy - ninth 


228 THE JOURNAL OF THE LOUISIANA STATE MEDICAL SOCIETY 

















EDITORIAL 


Meeting of the Society recently held in 
New Orleans. Dr. Rivenbark represents 
a seasoned and experienced physician with 
mature judgment and will be a valued 
councilor in the affairs of the Society. 

The second vice President is Dr. P. L. 
McCreary of Lake Charles, an ophthal- 
mologist, well known to the House of Dele- 
gates for many years through his activi- 
ties on the Credentials Committee. Dr. 
McCreary’s previous training and experi- 
ence, and his highly creditable services to 
his local society make him a welcome ad- 
dition to the Executive Committee and its 
deliberations. 

Elected as A.M.A. delegates were Dr. 
Arthur A. Herold of Shreveport for 1959, 
and Dr. Ralph H. Riggs of Shreveport for 
1960 and 1961. Dr. Arthur A. Herold is 
a distinguished Past President of the So- 
ciety, and served as delegate to the A.M.A. 
thirty years ago and again as alternate 
when Dr. J. Q. Graves passed away last 
December. Dr. Ralph H. Riggs has been 
an energetic, resourceful, and peerless 
leader of organized medicine in Shreve- 
port for some years, has served the So- 
ciety as Vice-Chairman of the House of 
Delegates, and as Councilor for the Fourth 
District, with effectiveness and vision. 
He brings to the office, as one of your 
representatives in the national organiza- 
tion, a combination of qualities which as- 
sure him of meeting its responsibilities 
with distinction and credit. 

Dr. C. E. Boyd of Shreveport was elect- 
ed Councilor for the Fourth District. His 
previous activities have been a source of 
excellent experience for his membership 
on the Council and in the Executive Com- 
mittee. He has served in many capacities 
effectively in his local organization and 
was Chairman of the Committee on Public 
Policy and Legislation for the State Soci- 
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ety in one of its most difficult and trying 
years, and has continued active on this 
Committee most effectively since. Dr. 
Boyd will be welcomed as an experienced 
member and devoted servant in the ad- 
ministration of the affairs of organized 
medicine. 

All other Councilors were reelected and 
the membership of the Executive Com- 
mittee is otherwise unchanged. 

Dr. C. Grenes Cole continues as Secre- 
tary-Treasurer to the great satisfaction 
of the membership and to the profound 
benefit of the administration of its af- 
fairs. The happy position of the Louisi- 
ana State Medical Society today, and the 
unusually fortunate conditions of prac- 
tice in this State are due more to his fore- 
sight, judgment, and resourcefulness than 
to any other living member. The Society 
today is facing a legal crisis in the Fed- 
eral Courts brought on by the chiroprac- 
tors. In this Dr. Cole’s stability of judg- 
ment and foresight will be of untold value, 
now as in the past. The membership of 
the Society is most fortunate in his de- 
voted service. 

Many of the members of the Louisiana 
State Medical Society and the public in 
general have only a faint realization of 
the valuable function this organization 
serves in maintaining standards, and pro- 
viding suitable channels through which 
knowledge existing as che science of medi- 
cine can be made to flow and become 
formed as the art of medicine. Our or- 
ganization in the past may well be proud 
of the officers who have been chosen to 
administer its affairs, who have met their 
responsibilities creditably and discharged 
their duties faithfully. The Society can 
be equally confident that in the present 
group it has done honor to itself and to 
those whom it has elected to office. 
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The Executive Committee dedicates this section to the members of the Louisiana State 
Medical Society, feeling that a proper discussion of salient issues will contribute to the 
understanding and fortification of our Society. 


An informed profession should be a wise one. 


ABSTRACTED MINUTES 
HOUSE OF DELEGATES 
May 4-6, 1959 
Minutes 

Minutes of 1958 meeting of House of Delegates 
approved as recorded. 

Minutes of meetings of Ewecutive Committee 
since 1958 meeting of House of Delegates ap- 
proved. 

Special Order 

Introduction of new members of House of Dele- 
gates. 

Talk by Dr. Gunnar Gundersen, President of 
AMA. 

Talk by Mr. Tom Hendrichs, Assistant to the 
Executive Vice-President of the AMA. 

Talk by Mr. Paul S. Fisher, Vice-President, 
Continental Casualty Company. 

Greetings from representatives of the Woman's 
Auxiliary of the State Society and of the AMA. 

Announcement of scientific exhibit awards: 
First place, Dr. Page W. Acree; second place, Dr. 
Homer D. Kirgis. 

Announcement in re National Emergency Med- 
ical Service course to be held during AMA meet- 
ing. 

Announcement re the State Diabetes Associa- 
tion, with cooperation of the National Diabetes 
Association, sponsors an exhibit at Medical 
Progress. 

Reports without Recommendations 

Following reports accepted as printed:—Sec- 
retary-Treasurer, Chairman of Council, Coun- 
cilors: First District, Second District, Third Dis- 
trict, Fourth District, Fifth District, Sixth Dis- 
trict, Seventh District, Eighth District; Com- 
mittees: Accreditation of Hospitals, Aid to In 
digent Members, American Medical Education 
Foundation, Arrangements—1959 Annual Meet- 
ing, Blood Banks, Budget and Finance, Child 
Health, Chronic Diseases, Committees, Congres- 
sional Matters, Diabetes, Gamma Globulin and 
Salk Vaccine, Hospitals, Industrial Health, Lec- 
tures for Colored Physicians, Liaison with Louisi- 
ana State Nurses’ Association, Medical and Hos- 
pital Service in re Insurance Contracts, Medical 
Defense, Medical Education, Medical Testimony, 
National Emergency Medical Service, Neuropsy- 
chiatric Service at Charity Hospitals, Public 
Health of the State of Louisiana, Scientific Work, 
State Department of Public Welfare, State Hos- 
pital Policies and Medical Indigency, Woman’s 
Auxiliary. 

Other reports, containing no recommendations, 


accepted: Public Relaticns Counselors and Legis- 
lative Consultant. 
Reports with Recommendations 

President: Referred to Committee on Presi- 
dent’s Report and action taken as _ follows: 
1. Committee on Public Policy and Legislation be 
continued in its present form and services of 
present Legislative Consultant be retained: Ap- 
proved; work of Mr. Perc, J. Landry commended. 
2. House of Delegates set up means and mechanics 
deemed advisable for successful termination of 
legal action with regard to the Medical Practice 
Act: Approved. 3. Continued cooperation with 
the Shreveport Medical Society with reference to 
the Medical Progress Exhibit: Approved. 4. Ac- 
tivity of the Council on Medical Service and Pub- 
lic Relations and the present Public Relations 
Counselors be continued and expanded: Ap- 
proved; work of Perret and Kalman commended. 
5. Committee on Geriatrics continue under its 
present Chairman and be expanded to include 
members from all areas of the state: Agreed that 
appointment of chairman should be left to dis- 
cretion of new president; recommendation ap- 
proved, with this amendment. 6. Consideration 
given Medicare program in light of past experi- 
ence: Matter to be left to Executive Committee 
for decision. 7. Clarification of Welfare Vendor 
Payment Plan: House of Delegates disapproved 
participation of the Louisiana State Medical So- 
ciety in such a plan, Committee on Public Welfare 
of the Society be continued to work with the 
Department of Welfare of the State of Louisiana. 
8. Approval of formation of liaison committee, 
composed of two members from each of the fol- 
lowing organizations—Louisiana State Medical 
Society, Louisiana Hospital Association and Lou- 
isiana Nurses’ Association: Approved. 

Past Presidents Advisory Council: State Soci- 
ety purchase all copies on hand of Volume I and 
Volume II of the History of the Louisiana State 
Medical Society; details to be carried out by 
the Executive Committee and the Trustees of the 
Rudolph Matas Fund: Referred to the Committee 
on Budget and Finance. 2. Monies turned over by 
the Matas Fund to the Louisiana State Medical 
Society be used in furthering the History and 
keeping same up-to-date: Approved. 3. Kecommen- 
dation of the Committee on History of Medicine in 
Louisiana that an Historian be selected, be en- 
dorsed; office of Historian be included in appoint- 
ments by President who is so empowered: Rec- 
ommendation deleted due to previous action of 
House of Delegates. 4. Free choice of physician 
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felt ideal but recognize its limitation of applica- 
tion in all cases; physicians not be judged on 
whether or not connected with a closed panel but 
whether or not practice is ethical: No action 
due to previous action of House of Delegates. 

Committee on Alcoholism: 1. Physicians be en- 
couraged to continue efforts in their local com- 
munities to help solve the problem of alcoholism: 
Approved. 

Cancer Commission: 1. Members of Society 
further consider support and assistance in the 
development of tumor registries in hospitals 
throughout the State of Louisiana to the end of 
having a means of adequately auditing achieve- 
ments in cancer diagnosis and therapy: Approved. 
2. Members of Society consider the feasibility of 
establishing an intensive surgical therapy section 
along the lines of the one in operation at the 
Methodist Hospital in Houston, Texas, to the end 
of providing improved postoperative care for pa- 
tients who have undergone extensive cancer sur- 
gery: Approved. 3. Members of Society avail 
themselves more fully of the cytologic diagnosis 
facilities now available and that they aid in the 
further development of such facilities throughout 
the state: Approved. 4. Members of Society at- 
tempt to budget their time so as to permit more 
frequent examination of the common sites of 
cancer in the course of doing physical examina- 
tions: Approved. 5. Members of Society in all 
parts of the state cooperate more fully with other 
groups vitally concerned with early diagnosis 
and adequate treatment of cancer: Approved. 
6. Amount of five hundred dollars ($500.00) be 
budgeted for use, if necessary, by the Cancer 
Commission in carrying out its various functions 
during the forthcoming year: Referred to Com- 
mittee on Budget and Finance. 

Committee on Federal Medical Services: 1. De- 
cision on renewal of a Uniformed Services Medi- 
eare Contract for the year 1959-60 to be made 
by the Executive Committee, based on the situa- 
tion as it exists when Congress adjourns: Ap- 
proved. 2. Reaffirm the policy that the medical 
care of service connected injuries and illness is 
the primary responsibility of the Veterans Ad- 
ministration and Federal medical care should 
again be limited to such a policy: Approved. 
3. Reaffirm opposition to Federal plans for gov- 
ernment hospitalization of OASDI recipients: 
Approved. 4. Appointment of a Committee on 
Federal Medical Services by each parish medical 
society: Amended to state “recommended that 
parish societies appoint committees on Federal 
Medical Services” and amended recommendation 
approved. 5. A copy of “Missiles or pensions” an 
address by Dr. Louis M. Orr, be sent to all mem- 
bers of the Society, as an enclosure with CAP- 
SULES: Approved. 

Committee on Geriatrics: Committee on Geri- 
atrics be enlarged with spread of representation 
throughout the state: Approved. 
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Committee on History of Medicine in Louisiana: 
1. Society make every effort to encourage mem- 
bers to purchase the “History of the Louisiana 
State Medical Society”: Approved. 2. The Soci- 
ety select an Historian: Amended to state “Presi- 
dent select a committee to appoint historian” and 
amended recommendation approved. 

Committee on Journal: 1. Members and com- 
ponent societies submit scientific material for 
publication in the Journal: Approved. 2. Re-elec- 
tion of Dr. Edwin H. Lawson and Dr. E. L. 
Leckert as members of the Committee on Journal: 
Referred to Nominating Committee and recom- 
mendation for re-election by that Committee ap- 
proved. 

Committee on Louisiana Organizations for 
State Legislation: 1. This Committee be directly 
instructed concerning legislation being considered 
or proposed by the Louisiana State Medical So- 
ciety, for presentation and discussion at meetings 
of Louisiana Organizations for State Legislation: 
Approved. 

Committee on Maternal Welfare: 1. Bacterio- 
logic examination of equipment, supplies and per- 
sonnel of maternity divisions of all hospitals once 
every six months: Approved in principle. 2. Es- 
tablishment of a registry for study of maternal 
and fetal deaths: Approved in principle. 3. Ef- 
fort made to evaluate adequacy of existing ma- 
ternal facilities in hospitals: Approved in prin- 
ciple. 

Committee on Mental Health: 1. Following 
recommendations made by this Committee during 
the past two years be again given serious consid- 
eration: a. The Committee on Mental Health be 
made a standing committee of the Louisiana State 
Medical Society. (Rejected—1957); b. This Com- 
mittee be recognized by the Louisiana State Medi- 
cal Society as the body for liaison with the 
Governor and the State Department of Hospitals 
concerning matters of mental health. (Rejected— 
1957; tabled—1958) ; c. The Louisiana State Med- 
ical Society recommend to appropriate authori- 
ties that a fully qualified physician be secured to 
administer the state mental health program. (Re- 
jected—1957; tabled—1958): Previous action of 
House of Delegates sustained. 





Committee on Public Policy and Legislation: 
1. Closer cooperation and communication be estab- 
lished between specialty medical groups and the 
Louisiana State Medical Society regarding legis- 
lative matters; each specialty group requested to 
appoint a legislative chairman to work with mem- 
bers of this Committee: Approved. 2. Continue 
first-aid station at Louisiana State Capitol: Ap- 
proved. 3. Encourage each physician in the state 
to make at least one trip to the state legislature 
while it is in session and each physician person- 
ally contact his own Senator and Representative 
in Baton Rouge during the legislative session: 
Approved. 4. Any physician appearing be- 
fore any legislative committee be required to 
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clearly state prior to giving any testimony 
his official connection or official lack of con- 
nection to the Louisiana State Medical Society 
regarding his testimony: Approved. 5. An inten- 
. sified program by the Council on Medical Service 
and Public Relations to supplement the excellent 
radio transcription that was so effective prior to 
the last legislative session with newspaper ad- 
vertisements in the rural newspapers regarding 
cultism: Approved. 6. Furnish each applicant 
for licensure by the Louisiana State Board of 
Medical Examiners with a complete Chiropractic 
kit: Approved. 7. Encourage the Louisiana 
_ State Board of Medical Examiners to let candi- 
dates for licensure in the State of Louisiana know 
that at least one question on the examination 
given by the Licensing Board shall concern 
cultism as a threat to private and public health: 
Approved. 8. Have each component society, work- 
ing in cooperation with the district members of 
this Committee, organize a campaign to assure 
that each candidate for the Louisiana Legislature 
in the Autumn of 1959 be interviewed by his per- 
sonal physician; the personal physician, prior to 
the interview, thoroughly review all material in 
the Chiropractic kit as prepared by the Council 
on Medical Service and Public Relations, and 
review in detail, with the candidate, the danger 
of cultism and the propriety of the Louisiana 
State Medical Society in advising on médical 
legislation: Approved. 9. State Society endorse 
the program of the Louisiana Mosquito Control 
Association: Approved. 10. State Society look 
into feasibility of joint penalty bill sponsored by 
the Bar Association, the Pharmaceutical Associa- 
tion and other certifying boards: Approved. 

Committee on Resolutions: 1. A copy of these 
resolutions be sent to each person and organiza- 
tion mentioned and also published in the Journal 
of the Louisiana State Medical Society: Approved. 

Committee on Rural and Urban Health: The 
sum of $1,000.00 be appropriated for activities of 
the Committee on Rural and Urban Health for 
1959: Referred to the Committee on Budget and 
Finance. 

Council on Medical Service and Public Rela- 
tions: 1. An informal statewide survey of the 
many free services, both medical and non-medical, 
performed by members of the State Society, the 
results of which could be widely publicized and 
would result in great public relations value to the 
Society and to the medical profession: Approved. 
2. Publicity support to new programs advanced 
by the AMA and professional groups in regard 
to providing adequate private medical care for 
the aged in order to combat the Forand-type bills: 
Approved. 3. Publication of an inexpensive bro- 
chure describing the values to be gained in belong- 
ing to the State Society, enumerating the work 
the Society performs, for distrubution to new 
members and use as a mailing piece in recruiting 
eligible non-members: Approved. 4. Chairman of 
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all State Society committees be requested to re- 
port, through the office of the Secretary-Trea- 
surer, news items which might be of interest to 
the public and the subject of news stories: Ap- 
proved. 5. Prepare material for use in a special 
program for senior medical students in connection 
with the Annual Meeting, covering ethics, medical 
societies, et cetera: Approved. 6. Continue suc- 
cessful and proven projects, including publication 
of Capsules, participation in Medical Progress, 
et cetera: Amended to omit “et cetera”; amended 
recommendation approved. 

Delegate to American Medical Association: 
Questionnaire from AMA in re free choice of 
physician and closed panel system: Free choice 
of physician approved; physician’s ethics to be 
determining factor in re closed panel system. 


AMENDMENTS 


Constitution 

Article IV. Section 2. (Associate Members) : 
Adding “Associate Membership in a Component 
Society does not necessarily imply Associate Mem- 
bership in the State Society” (approved at 1958 
meeting) adopted. 

By-Laws 

Chapter XV. Section 9. Choice of Membership: 
No physician may hold membership in more than 
one parish society, but under any of the following 
circumstances any physician may, if he desires, 
hold membership in the society of a parish adja- 
cent or near to his place of residence (rather 
than the parish in which he resides), subject only 
to the approval of the parish society in which he 
wishes to hold membership: (a) If he resides on 
or near a parish line; (b) if he resides in one 
parish but his office or a substantial portion of 
his practice is in another parish; (c) if he re- 
sides or practices in a metropolitan area which 
crosses parish lines: Adopted. 

Other Action 

Report of Louisiana State Board of Medical 
Examiners: Accepted; Drs. J. Morgan Lyons and 
M. D. Paine to be recommended to Governor for 
appointment in re expiration of term of Dr. Lyons. 

House of Delegates on record as recommending 
to the component societies of the Louisiana State 
Medical Society that they take cognizance of the 
problem of Tetanus in Louisiana and adopt a pro- 
gram similar to the one now being carried out 
in Orleans Parish. 

House of Delegates on record as disapproving 
aims and objectives of National Foundation; So- 
ciety commends Foundation for accomplishments 
in polio and requests activity be confined to that 
tield. 

Following recommendation of Louisiana State 
Pediatric Society in re school health programs, 
approved: The Louisiana State Medical Society 
instruct its Committee on Child Health and the 
Committee on Rural and Urban Health to study 
the school programs of this state and to exert 
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their efforts toward making these programs su- 
perior and modern in every respect, working 
cooperatively toward these ends with the appro- 
priate committees of the Louisiana Chapters of 
the American Academy of General Practice and 
the American Academy of Pediatrics, with the 
State Departments of Education and Health, 
the Parent-Teachers Association, The Louisiana 
Youth Commission and any other organizations 
which have a direct interest in the health of 
school children. The Louisiana State Medical So- 
ciety suggests that broad policies be established 
cooperatively between these state organizations 
and departments and that the application of these 
policies to the local school systems be effected in 
a manner which is mutually acceptable to the 
parish school and health authorities and the par- 
ish or district medical societies, with particular 
emphasis on participation of the family physician 
or pediatrician in the child’s school health exam- 
ination and program. In the study and develop- 
ment of these school programs, the Louisiana 
State Medical Society urges the cooperation of 
its member physicians in their component parish 
and district medical societies. 

Approval of establishment of a Committee on 
Insurance as a special committee of the State 
Society. 

Approval of appointment, by the president, of 
a committee to review and revise the Charter, 
Constitution and By-Laws, with permission of 
seeking legal advice; this committee instructed 
to report to the proper body in tfme for the sug- 
gestions to be acted upon at the next Annual 
Meeting. 


Election of Officers, Delegates and Alternates 
to AMA and Committees 

President-elect—Dr. O. B. Owens, Alexandria 

First Vice-President — Dr. W. C. Rivenbark, 
New Orleans 

Second Vice-President — Dr. P. L. McCreary, 
Lake Charles 

Third Vice-President—Dr. A. N. Houston, New 
Orleans 

Chairman, House of Delegates—Dr. Charles B. 
Odom, New Orleans 

Vice-Chairman, House of Delegates—Dr. H. H. 
Hardy, Jr., Alexandria 

Councilor, Third District — Dr. Guy R. Jones, 
Lockport 

Councilor, Fourth District — Dr. C. E. Boyd, 
Shreveport (1 year, unexpired term of Dr. Riggs) 

Councilor, Sixth District — Dr. J. L. Beven, 
Baton Rouge 

Councilor, Seventh District—Dr. J. Y. Garber, 
Lake Charles 

Councilor, Eighth District—Dr. R. E. C. Miller, 
Alexandria 

Delegate to AMA (1959) — Dr. A. A. Herold, 
Shreveport 

Alternate Delegate to AMA (1959)—Dr. Ralph 
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H. Riggs, Shreveport 

Delegate to AMA (1960 and 1961) — Dr. Ralph 
H. Riggs, Shreveport 

Alternate Delegate to AMA (1960 and 1961) 
—Dr. Arthur D. Long, Baton Rouge 

Committee on Committees: Dr. E. L. Leckert, 
Chairman; Dr. J. Kelly Stone; both of New Or- 
leans; Dr. Rhett McMahon, Baton Rouge. 

Committee on Journal: Dr. E. L. Leckert and 
Dr. Edwin H. Lawson; both of New Orleans. 

Committee on Medical Defense: Dr. W. A. 
Ellender, Houma. 

Committee on Public Policy and Legislation: 
Dr. Jos. A. Sabatier, Baton Rouge, Chairman; 
Dr. Edwin L. Zander, New Orleans; Dr. J. E. 
Clayton, Norco; Dr. Leo J. Kerne, Thibodaux; 
Dr. C. E. Boyd, Shreveport; Dr. Henson S. Coon, 
Monroe; Dr. H. W. Richmond, Oakdale; Dr. F. P. 
Bordelon, Marksville. 


Future Annual Meetings 
Dates and Places: 1960 — Baton Rouge, May 
2-4; 1961—New Orleans, May 8-10; 1962—Mon- 
roe; 1963—New Orleans; 1964—Alexandria. 





COMMITTEE ON MEDICAL DEFENSE 

During the year beginning March 1, 1958 and 
ending March 1, 1959, this Committee has been 
requested to furnish legal assistance in six new 
eases. The request for defense in one of these 
cases was later withdrawn, leaving a total of five 
cases recommended for defense. These cases, 
listed chronologically, are as follows: 

Case #1. Claiming damages in amount of 
$157,612.86, charging ‘Negligent treatment and 
lack of professional skill and x-ray burn from the 
negligent use of the fluoroscope”’. This was in 
conjunction with a leg injury. On the basis of 
the recommendation of the special committee of 
the Lafourche Parish Medical Society this Com- 
mittee recommended defense of the doctor. 

Case #2. Suit in the amount of $50,048.00. 
Claiming malpractice because of the death of an 
infant from purulent meningitis. On recommen- 
dation of the Committee on Medical Defense of 
the Orleans Parish Medical Society, this Com- 
mittee also recommended that the case be de- 
fended. 

Case #3. Suit in the amount of $100,000.00. 
Claimimg malpractice in the form of “negligently 
performed operation” in an accident case. De- 
fense was recommended by the Committee of the 
Orleans Parish Medical Society, and approved by 
this Committee. 

Case #4. Suit in the amount of $100,000.00. 
Complaint being ‘‘Negligence and/or malprac- 
tice’, the outcome of treatment of injuries to the 
leg of the plaintiff. The case was reviewed by a 
committee of the Lafourche Parish Medical So- 
ciety, which recommended defense and this was 
also approved by this Committee. 

Case #5. Suit in the amount of $201,600.00. 
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Resulted from complications following a radical 
mastoidectomy. Case was reviewed by a commit- 
tee of the Shreveport Medical Society which rec- 
ommended defense for the doctor and this was 
approved by this Committee. 
One case from last year was settled, by com- 
promise, without coming to trial. 
Cc. B. ERICKSON, M. D., Chairman 


REPORT OF COMMITTEE ON RESOLUTIONS 

The members and guests in attendance at the 
1959 Annual Meeting of the Louisiana State 
Medical Society held in New Orleans May 4-6 
wish to acknowledge, with thanks, assistance 
rendered by the following individuals and groups, 
therefore, 

BE IT RESOLVED that the Louisiana State 
Medical Society express appreciation for assis- 
tance by the following: 

Dr. Hugh T. Beacham, President and 

Dr. W. C. Rivenbark, General Chairman, and 
personnel of Committees on Arrangements and 
all members of the Orleans Parish Medical Soci- 
ety, hosts to the meeting. 

Rev. A. Charles Kenney who offered the invo- 
cation at the official opening meeting of the 
Society. 

Hon. James E. Fitzmorris, Councilman of the 
City of New Orleans, for his cordial weleome to 
the city. 

Dr. J. O. Weilbaecher, Jr. President of the 
New Orleans Graduate Medical Assembly, for his 
address of welcome. 

Dr. Gunnar Gundersen, President of the 
American Medical Association, for his talk be- 
fore the House of Delegates and for the Annual 
Oration presented at the opening meeting. 

Mr. Tom Hendrichs, of the AMA, for his inter- 
esting talk before the House of Delegates. 

Mr. Paul S. Fisher, Vice-President of the Con- 
tinental Casualty Company, for valuable infor- 
mation concerning group insurance for members 
of the Society. 

The following out-of-state guests who partici- 
pated in the scientific program: 

Dr. David G. Decker, Rochester, Minnesota 

Dr. Edward S. Judd, Rochester, Minnesota 

Dr. Theodore C. Panos, Little Rock, Arkansas 

Dr. Elaine L. Updyke, Atlanta, Georgia 

Dr. Buford Word, Birmingham, Alabama 

The New Orleans Chamber of Commerce for 
cooperation in connection with many phases of 
the meeting, and particularly for secretarial 
assistance and typewriters furnished for use at 
the Registration Desk. 

The New Orleans papers as well as the press 
throughout the State for publicity prior to and 
during the time of the meeting. 

Radio and TV stations in New Orleans and 
throughout the state, for excellent cooperation 
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in broadcasting specific phasss of the meeting 
The Roosevelt Hotel, Headquarters for the 
meeting, for excellent services rendered member 
attending the meeting, as well as facilities fo) 
various sessions in connection with the meeting: 
also other hotels and motels in New Orleans fo 
accommodations furnished. 

The Catholic Physicians Guild of New Orlean 
for arranging a Memorial Mass in memory ot 
those members of the Society who died during 
the past year. 

Mr. Paul J. Perret and Mr. Paul R. Kalman 
Jr. who have rendered most valuable servic 
prior to and during the meeting as Public Rela 
tions Counselors in securing publicity for the 
meeting; also for their report presented to the 
House of Delegates. 

Mr. Percy J. Landry, Jr., Legislative Consult- 
ant, who has continued to be most helpful to the 
medical profession and for his informative talk 
before the House of Delegates. 

Scientific exhibitors whose exhibits added 
much interest to the meeting. 

Pharmaceutical, surgical and other companies 
for their continued cooperation in having techni- 
cal exhibits. 

All companies which purchased space for ad- 
vertising in the Program. 

The Metairie Country Club for facilities 
furnished for the golf tournament. 

Dr. Edwin H. Lawson, Secretary of the Lou- 
isiana State Board of Medical Examiners for his 
report submitted to the House of Delegates. 

Officers and members of the Woman’s Auxili- 
ary who prepared an interesting program for 
the members of the Auxiliary. 

Dr. Arthur D. Long, who has served so capa- 
bly during the past year as President of this 
organization. 

The Past Presidents Advisory Council for re- 
port to the House of Delegates and their con- 
tinued active interest in the organization. 

Dr. Charles B. Odom, Chairman of the House 
of Delegates. 

Dr. C. Grenes Cole, Secretary-Treasurer who 
has continued to render invaluable service to the 
organization. 

Miss Annie Mae Shoemaker, Assistant Secre- 
tary-Treasurer, and the entire secretarial staff 
for their efficient handling of details prior to 
and during the time of the meeting. 


Recommendation 
It is recommended that a copy of these reso- 
lutions be sent to each person and organization 
mentioned and also published in the Journal of 
the Louisiana State Medical Society. 


R. E. GILLASPIE, M. D., Member 


RALPH H. RIGGS, M. D., Membe: 
SAM HOBSON, M. D., Chairman 




















MEDICAL NEWS SECTION: 


CALENDAR 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society Date 
Ascension 


Place 


Third Tuesday of every month 


Calcasieu Fourth Tuesday every other month Lake Charles 
East Baton Rouge Second Tuesday of every month Baton Rouge 
Lafayette Second Tuesday of every month Lafayette 
Morehouse Third Tuesday of every month Bastrop 
Natchitoches Second Tuesday of every month 
Orleans Second Monday of every month New Orleans 
Ouachita First Thursday of every month Monroe 
Rapides First Monday ef every month Alexandria 
Sabine First Wednesday of every month 
Tangipahoa Second and fourth Thursdays of 

every month Independence 
Second District Third Thursday of every month 
Shreveport First Tuesday of every month Shreveport 
Vernon First Thursday of every month 


CANCER GROUPS APPOINT JOINT 
RESEARCH ADVISORY COMMITTEE 

The Greater New Orleans Cancer Association, 
Inc., and the Cancer Society of Greater Baton 
Rouge, Inc., have made another step forward in 
their fight against cancer and take great pride 
in announcing their joint Research Advisory 
Committee. This Committee is composed of 
prominent individuals affiliated with the medi- 
cal schools, hospitals and medical foundations 
in the state of Louisiana. 

Dr. Oscar Creech, Jr.: Professor and Chair- 
man of the Department of Surgery at Tulane 
University Medical School, who has done ex- 
tensive work in cardiovascular and cancer sur- 
gery, will serve as chairman. 

The following are members of the Committee: 
Dr Walton R. Akenhead: Head of the Depart- 
ment of Medicine, L. S. U. Medical School. 
Mr. E. V. Benjamin, Jr., President of the Urban 

Maes Foundation. 

Dr. Fred G. Brazda: Head of the Department of 
Biochemistry at L. S. U. 

Dr. William W. Frye: Dean of L.S. U. School 
of Medicine. 

Dr. Clifford G. Grulee, Jr.: Associate Dean of 
the Medical School and Director of the Divi- 
sion of Graduate Medicine, Tulane University. 

Dr. Henry W. Jolly, Jr.: Assistant Clinical Pro- 
fessor of Dermatology, L. S. U. School of Medi- 
cine, and Chief of Staff at Our Lady of the 
Lake Hospital, Baton Rouge. 

Dr. Hymen S. Mayerson: Professor and Chair- 
man of the Department of Physiology, Tulane 
University. 

Dr. Albert L. McQuown: Clinical Associate Pro- 
fessor of Pathology, L.S. U. School of Medi- 
cine; Co-director, L. S. U. Department of 
Pathology; Director, School of Medical Tech- 
nology at Our Lady of the Lake Hospital, 
Baton Rouge. 

Dr. N. Gayle Monget: President of East Baton 
Rouge Parish Dental Association. 


Dr. Rudolph J. Muelling: Coordinator of Cancer 
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Teaching and Research at L.S.U. Medical 
School. 

Dr. Paul J. Murison: Chairman of the Research 
Committee, Ochsner Foundation. 

Dr. Joseph V. Schlosser: Assistant Professor of 
Medicine, Clinical Radiology, Tulane Univer- 
sity School of Medicine; Associate Radiologist, 
Charity Hospital at New Orleans. 

Dr. John H. Seabury: Assistant Professor of 
Medicine, L. S. U. School of Medicine and Di- 
rector of Lung Station. 5 

Dr. Floyd R. Skelton: Director of Urban Maes 
Foundation and Laboratory. 

Dr. John Chaille Stovall: President of East 
Baton Rouge Parish Medical Society. 

Dr. Joseph P. Tomsula: Radiologist at Our Lady 
of the Lake Hospital, Baton Rouge. Visiting 
Radiologist at L.S. U. School of Medicine. 


The Baton Rouge and New Orleans cancer 
organizations feel that they are very fortunate 
in having such a group of interested men taking 
part in the placement of their research funds. 
The knowledge and experience in the profes- 
sional fields represented, give this joint Re- 
search Advisory Committee an unquestionable 
understanding of the problems involved. 

The Cancer Society of Greater Baton Rouge, 
Inc., in cooperation with the Greater New Or- 
leans Cancer Association, Inc., plan on releas- 
ing Research Grants in the very near future. 


WE ARE ALERTING YOU TO WATCH FOR 
NOTICES 


AMERICAN BOARD OF OBSTETRICS 
AND GYNECOLOGY 

Applications for certification (American Board 
of Obstetrics and Gynecology), new and re- 
opened, Part I, and requests for re-examination 
Part II are now being accepted. All candidates 
are urged to make such application at the earli- 
est possible date. Deadline date for receipt of 
applications is August 1, 1959. No applications 
can be accepted after that date. 
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Candidates are requested to write to the of- 
fice of the Secretary, 2105 Adelbert Road, 
Cleveland 6, Ohio, for a current Bulletin if they 
have not done so in order that they might be 
well informed as to the present requirements. 
Application fee ($35.00), photographs, and lists 
of hospital admissions must accompany all appli- 
cations. 


THREE TULANE FACULTY MEMBERS 
RECEIVE AWARDS 

Three young Tulane medical faculty members 
have recently received awards permitting them 
to conduct extensive research as well as con- 
tinue teaching activities. 

Dr. William G. Thurman, instructor in pedi- 
atrics, has been selected as a Markle Scholar and 
awarded $30,000 over a five year period. Dr. 
Thurman is specializing in pediatric hematology 
and is a participating member in the Southwest 
Cancer Chemotherapy Group. 

Dr. Stephen J. LeBrie, instructor in physiology, 


NEWS 


has received a Lederle Medical Faculty Award 
of $21,312 over a three year period. He is en- 
gaged in studying renal lymphatics and endo- 
crinology. 

Dr. Henry C. Pitot, III, instructor in path- 
ology, has been awarded a Lillian Israel postdoc- 
toral fellowship, which is administered by the 
American Cancer Society. This is the second 
year in which he has received this fellowship. 
Dr. Pitot will continue studies on protein syn- 
thesis, 


ANNUAL MEETING 

LOUISIANA STATE UROLOGICAL SOCIETY 

The annual meeting of the Louisiana State 
Urological Society is scheduled for Lake Charles, 
Louisiana, August 14 and 15, 1959, at the Cha- 
teau Charles Motor Hotel. The scientific ses- 
sion will be held on the morning of August 15, 
1959, at which time guest speakers will be Dr. 
R. H. Flocks, State University of lowa, and Dr. 
Samuel L. Raines, University of Tennessee. 


BOOK REVIEWS 


Some Milestones in the History of Hematology; 
by Camille Dreyfus, M.D. New York, Grune 
& Stratton, 1957. pp. 87. illus. Price $4.50. 
Without attempting a complete history of 

hematology, Dr. Dreyfus has selected certain 

landmarks on the road of the development of 
our knowledge of the subject to present-day 
status. 

The first chapter reviews the early history of 
the blood, marking for the reader the real con- 
tributions to the subject in this early period. 
Later chapters deal with the early history of 
hemolytic jaundice, leukemia and plethora vera. 
A final essay is devoted to the life and work of 
Georges Hayem, the father and 
hematology. 


founder of 


The illustrations and bibliographies constitute 
a valuable feature of this little volume, of which 
parts have been published previously in current 
journals. 


MARY LOUISE MARSHALL 


J.A.M.A. Clinical Abstracts of Diagnosis and 
Treatment; compiled by I. Phillips Frohman, 
M. D. New York, Intercontinental Medical Book 
Corporation, 1957. pp 564. Price, $5.50. 

The clinical abstracts which appear currently 
in the Journal of the American Medical Associa- 
tion are for many busy physicians the sole access 
to the world of medical literature. In the present 
volume, the compiler, Dr. I. Phillips Frohman, 
has chosen the best of these abstracts dealing 


with diagnosis and treatment, published during 
1956. The abstracts have been rearranged so that 
all dealing with a single body system appear to- 
gether, enabling the reader to review in abstract 
form the best of the articles on one subject for 
the past year. The volume should serve a very 
useful purpose as a quick reference source. 
Mary LOUISE MARSHALL 


PUBLICATIONS RECEIVED 

Doubleday & Co., Inc., N. Y.: Hearing; A 
Handbook for Laymen, by Norton Canfield, M.D. 

The C. V. Mosby Co., St. Louis: Patient Care 
and Special Procedures in X-Ray Technology, 
by Carol Hocking Vennes, R. M., and John C. 
Watson, R. T. 

Prentice-Hall, Inc., Englewood Cliffs, N. J.: 
Your Mind Can Make You Sick or Well, by Curt 
S. Wachtel, M. D. 

W. B. Saunders Co., Phila.: Hypertension 
(The First Hahnemann Symposium on Hyper- 
tensive Disease, edited by John H. Moyer, M. D.; 
A Textbook of Medicine, edited by Russell L. 
Cecil, M. D., and Robert F. Loeb, M.D. (10th 
edit.). 

Vantage Press, Inc., N. Y.: 501 Questions and 
Answers in Anatomy, by Stanley D. Miroyiannis, 
B. S., Ph.D. 

The Williams & Wilkins Co., Balt.: Leprosy in 
Theory and Practice, edited by R. G. Cochrane, 
M. D. 
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